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Time-Saving Techniques 
for 


Sterilizing Instruments 


Autoclaving of instruments and utensils is 





preferred technique in many hospitals. It in- 
sures positive surgical sterilization in less 
time. It eliminates formation of scale on in- 
struments and utensils. It permits the instru- 
ments and utensils to be removed from the 
autoclave practically dry. When equipped 
with the slide-a-way tray equipment illustrated 
at left, the autoclave is ideal for washing and 


sterilizing septic instruments. 


Detailed information concerning modern steri- 


lizing equipment will be supplied on request. 
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Cocoanut Grove Disaster in Boston 


A Preliminary Account 
N. W. FAXON, M.D. AND E. D. CHURCHILL, M.D. 


p.m. Saturday, November 28, 1942. The restau- 

rant was crowded with people celebrating the 
victory of the Holy Cross football team over that 
of Boston College. Newspaper accounts estimate a 
crowd of 1000. On December 6 the official count of 
the dead reached 498. The dance floor of the main 
dining room had been cleared for the start of the 
floor show. Nearly all of the patrons were seated 
at their tables or crowded in the bar and cocktail 
lounges. 


The first patients arrived at the Emergency 
Ward of the Massachusetts General Hospital at 
10:30 p.m. Shortly thereafter the hospital was 
notified of the disaster and asked to be ready to 
receive a large number of patients. The hospital 
organization set up under Civilian Defense for the 
handling of Air Raid casualties had already been 
set into operation. The house staff and nurses on 
duty were called to the Emergency Ward. The 
Staff teams for Burns and Resuscitation were sum- 
moned. Nurses, social workers and others were 
notified. By 11:15 p.m. approximately the entire 


T= Cocoanut GROVE FIRE started about 10:15 
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E. D. Churchill is Chief of the West Surgical 
Service of the Massachusetts General Hos- 
pital, Boston, Massachusetts. 








organization for the handling of these cases had 
been assembled. Additional staff and other per- 
sonnel continued to report up to midnight. 


The Emergency Ward rooms were immediately 
cleared of all other patients and evacuation of the 
sixth floor of the George Robert White Building 
holding 40 beds was begun. Approximately 30 sur- 
gical patients, many of them post-operative, were 
removed in their beds or on foot, if their condi- 
tion allowed, to other wards. 


By 1:30 a.m. 39 casualties had been assembled 
in beds on the ward. By 1:45 a.m. the burns of all 
patients, in so far as shock and asphyxia would 
permit, had been completely dressed, shock was 
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adequately treated, and asphyxiated patients re- 
ceiving oxygen therapy. 


Reception 


Dead and Living Patients 


Between 10:30 p.m. and 12:45 a.m., 114 casual- 
ties were received in the Emergency Ward; 75 
were either dead on arrival or died within 5 to 15 
minutes after entering the door. It has been im- 
possible to obtain accurate figures regarding the 
number that showed some signs of life at entrance 
as contrasted with those definitely dead. No pa- 
tient that lived long enough (15 minutes at a max- 
imum) to have resuscitation measures applied 
died during the first twelve-hour period. 


The Dead 


Seventy-five casualties are classified as dead on 
arrival. Two members of the house staff examined 
each body on arrival before death was pro- 
nounced. The bodies were then routed directly to 
an emergency morgue established in a large room 
known as the “Red Brick Corridor.” They were 
placed on the floor and covered with sheets. 


Some of the dead showed no burns; they had 
obviously been asphyxiated. Many showed the 


cherry red color of carbon monoxide. Others 


showed burns but death from asphyxia. A few 
were badly burned, one to such an extent that 
recognition would have been difficult. 


Identification of the dead was started at once 
and all but two of the men were identified by 5 
a.m. Cards, letters, driving licenses, etc., made this 
comparatively easy. One of the unidentified was a 
waiter who in changing his clothes had left the 
contents of his pockets in his street suit. 


The women did not have anything on their per- 
sons which permitted immediate identification. 
Their outer coats had been deposited in check 
rooms and they had become separated from their 
purses and bags. A description of each woman was 
assembled, detailing clothing, shoes (usually ab- 
sent), jewelry, height, weight, color of hair, etc. 
This proved to be of slight assistance and identifi- 
cation was made mostly by inspection of the bodies 
by relatives and friends. This suggests the recom- 
mendation of a standard method of identification 
for women by bracelet, anklet or some similar 
method. 


Identification of all bodies was completed by 
Thursday, December 3, five days after the disaster. 
The Living 


On arrival the 39 living patients showed in ad- 
dition to their injuries the effects of fright, cold 
and exposure. Clothing was dripping wet. Rectal 
temperatures as low as 94° were recorded. Ex- 
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posed surfaces were grimy with smoke and burned 
surfaces blackened. The majority were quiet and 
cooperative. Some were stuporous. Others were 
distinctly maniacal, requiring three or four at- 
tendants to restrain them. In some instances this 
was due to hysteria, in others, cerebral anoxia. 
There was little or no evidence of intoxication. 
The odors of the fire made it impossible to detect 
alcohol on the breath. Almost all patients vomited 
during the first two or three hours. The vomitus 
was pungent with acid, in some instances smelled 
of alcohol, and was composed of partially digested 
food. 


Immediate Management of Patients 


Wet clothing was removed. Burned surfaces (ex- 
cept the face) were covered with sterile towels. 
Every patient received an immediate subcuta- 
neous medication of morphine sulphate (% gr.). 
A solution was made by dissolving a large num- 
ber of % gr. hypodermic tablets in an equal num- 
ber of cubic centimeters of sterile water. This was 
placed in a large syringe and a single needle em- 
ployed. 


Surface Treatment of Burns 


Thirty of the 39 patients had sustained burns of 
clinical significance; 9 had minimal second degree 
burns or no surface burns at all. Many of these 
later showed pulmonary damage. 


The burns were treated by a single method. 
There was no cleansing or debridement. (One case 
only of second degree burns had superficial cleans- 
ing with soap and water to remove carbon from 
hand and face.) 


The burned surfaces were covered with fine 
mesh gauze impregnated with boric ointment. 
Gauze, sterile mechanics waste and cotton roller 
were utilized to form a bulky dressing. This was 
compressed snugly with elastic bandage to form 
a pressure dressing. Splints of folded newspaper, 
as suggested by the Red Cross, were used for fore- 
arms and hands. 


Eyes were examined by a resident from the Mas- 
sachusetts Eye and Ear Infirmary. Seven patients 
had lesions involving the lower half of the cornea; 
5 per cent sulfathiazole ointment was applied and 
atropine drops instilled. All eyes were re-exam- 
ined at 10 a.m. and the corneal lesions evaluated 
by fluorescin. The sulfathiazole ointment was re- 
applied. 


Plasma 


In December 1941, immediately following Pearl 
Harbor, the hospital purchased 200 units of Sharp 
and Dohme dried plasma. This was held in reserve 
and not used in the present emergency. 


On April 1, 1942 a blood and plasma bank was 
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organized. On the night of the disaster 391 units 
(250 c.c.) of frozen plasma were on hand ahd in 
addition 38 flasks (500 c.c.) of whole blood. Six- 
teen units of plasma were started melting. The 
first plasma was administered at 11:30 p.m. It is 
estimated that the patients had received 200— 
500 c.c. of saline by that time. Further batches of 
plasma were prepared as the need was apparent. 
By 1:00 a.m. all patients in shock were receiving 
plasma. 


In the first 24 hours following the disaster 120 
units of frozen plasma were used on 33 patients 
(average of 3.6 units per patient). In the first 7 
days a total of 141 units were administered. In 
the first 7 days 16 whole blood transfusions were 
used for patients with reduced oxygen capacity 
of their blood. Three members of the house staff, 
2 student interns and 3 nurses staffed the blood 
bank; 3 house staff members supervised plasma 
administration on the ward. Approximately 33 of 
the 39 patients received plasma in quantities of 1 
to 12 units per individual. The largest quantity 
given to a single patient in the first 24 hours was 
9 units. , 


Low blood pressure was the first indication used 
for plasma administration. As the burns were 
dressed surface areas were estimated and used as 
a further indication. Hematocrit determinations 
were available at 3:00 a.m. as an accurate guide to 
plasma requirement. 


In certain instances difficulty was encountered 
in carrying out the usual intravenous technics. Ir- 
rational and maniacal patients dislodged the nee- 
dle. Transfer from the Emergency Ward to the 
sixth floor resulted in displacement of the needle 
in a few instances. As many as three intravenous 
sets were required on a few cases to overcome the 
difficulties presented by small contracted veins. 
Extensive burns of the extremities limited the 
sites available for injection. 


It is suggested that a wider use of intrasternal 
infusion might have been advantageous. For in- 
patients requiring restraint and during dressing 
of extremities, use of the intrasternal route might 
have proven very helpful. 


Laboratory 


Hematocrit and serum protein determinations to 
guide the administration of fluids and plasma were 
available at 3:00 a.m. The highest initial hemato- 
crit reading was 58; the lowest 40. Repeated exam- 
inations were recorded at 5:00 a.m., 10:30 am., 
4:00 p.m., and 8:00 p.m. The highest hematocrit 
recorded was 65, a woman with extensive surface 
area burns, still surviving. On Monday, four sepa- 
rate determinations were recorded; on Tuesday 
two; on Wednesday one. 
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Intake and output have been recorded and all 
urine specimens preserved for examination. 


All temperatures have been rectal. 


Other laboratory examinations have been car- 
ried out according to the needs of the individual 
patients. Oxygen and carbon dioxide content of 
arterial blood, oxygen capacity, non-protein nitro- 
gen, prothrombin times, blood chloride, phos- 
phorus and sodium; and several other determina- 
tions have been informative. 


Electrocardiograms and vital capacity deter- 
minations have been done. 


Specimens of blister fluid have been aspirated 
at the time of dressings, as well as on entrance. 
These are being studied chemically and bacterio- 
logically. It is significant that high levels of sulfa- 
diazine are being recorded in this fluid. 


Deaths in Hospital 


Seven of the 39 living patients have died. The 
time of the disaster (10:15 p.m., November 28, 
1942) is taken as the base line. The deaths occurred 
as follows: 


Hours Deaths 


0—12 
12—24 
24—36 
36—48 © 
48—60 
60—72 


Subsequently (1 week) 

No. 1—Burns of face, hands, arms, leg. Inhala- 
tion flame and fumes. Profound anoxia. Oxygen 
therapy from admission. Died 11:38 a.m., Novem- 
ber 29. 


No. 2—Burns of face and hand. Inhalation flame 
and fumes. Tracheotomy. Died 10:16 p.m., Novem- 
ber 29. 


No. 3—Burns of face, scalp, hands. Inhalation 
flame and fumes. Laryngealobstruction. Trache- 
otomy. Died 1:00 a.m., November 30. 


No. 4—(Wife of No. 1) Burns of face, hands, 
chest and back. Inhalation flame and fumes. Tra- 
cheotomy. Died 1:04 a.m., November 30. 


No. 5—Burns of face and hands. Inhalation 
flame and fumes. Died 4:20 p.m., November 30. 
Autopsy. 

No. 6—Burns of face, hands, scalp, back. Inhala- 
tion flame and fumes. Tracheotomy. Died 6:05 
a.m., December 1. Autopsy. 


No. 7—Burns of face, hands, arms, back. Carbon 
monoxide. Inhalation flame and fumes. Died 1:48 
p.m., December 1. Autopsy. 


One week from the disaster 6 patients remain on 
the Danger List. Of these 4 are seriously ill. One 
has minimal burns but shows extensive and pos- 
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sibly permanent damage to basal ganglia from 
carbon monoxide. Two tracheotomy cases out of 
6 are living. 


Chemotherapy 


Two grams of sulfadiazine were given intraven- 
ously at 2:00 a.m. to all patients including those 
without surface burns. This was repeated at 10:00 
a.m. Thereafter those able to take the drug by 
mouth received one gram every 6 hours. Patients 
unable to take drug by mouth received further in- 
travenous medication at 12:00 noon, at 9:00 p.m. 
and every 12 hours thereafter. Blood levels of 5 to 
10 mg. per cent have been established, the average 
being 7. 

All patients were skin tested with globulin 
tested serum before anti-tetanic serum was ad- 
ministered. No positive reactions were observed. 
Three thousand units of A T S were given except 
to Army and Navy personnel who presumably 
were protected by recent toxoid injections, and 
7 patients with serious pulmonary lesions in whom 
an increment of bronchospasm might have been 
immediately fatal. 


On the evening of the sixth day all patients with 
a rectal temperature sustained at 101° or above 
received 5000 units of penicillin in 5 c.c. volume 
administered intramuscularly. This dosage was 
continued at 4-hour intervals. 


Aseptic Technic and Dressings 


All personnel in contact with the patients on 
admission or admitted to the ward have been 
gowned and masked. Friends and relatives have 
been limited to one a day for those patients on 
the Danger List and even these were admitted 
only after the second day. Patients who have be- 
come ambulatory and left their bedside to talk 
with another patient have been masked. Priests 
and clergy, lay visitors, visiting doctors, nurses, 
housekeeping personnel—all have cooperated in 
these rigid precautions. No patient has left the 
floor for x-rays or other examination. Before 
sweeping, the floor has been moistened. 


A solarium has been converted into a dressing 
room. The floor was scrubbed with strong anti- 
septic solution, an operating table installed, and 
the windows boarded for blackout requirements. 
Dressings are done with complete aseptic technic. 
One assistant removes the outer bandages. Others 
remaining uncontaminated change and re-apply 
the inner dressings. The number of onlookers has 
been kept at a minimum. 


Bacteriology 


Bacteriological studies are available on 30 pa- 
tients and will be reported later. 


It is apparent that the danger of staphylococcal 
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contamination both of lungs and burned surfaces 
has been widespread. Suppuration to date is min- 
imal. No bacterial pneumonia has occurred. Coag- 
ulase positive staphylococci has been recovered 
from the bronchi of all the autopsied patients. 


X-Rays 


The incidence of pulmonary complications made 
it desirable to record progress by frequent radio- 
logical examination of the chest. At 10:30 a.m. 
Sunday all patients were examined. Since that 
time films have been taken twice a day on the pa- 
tients showing pathologic changes. Films taken on 
inspiration and expiration have been particularly 
informative in demonstrating obstructive em- 
physema. 


Pulmonary Complications 


A full evaluation of the pulmonary complica- 
tions must await definitive evidence regarding the 
nature of the products of combustion that were 
released by the fire. Whether a preponderance of 
one specific noxious gas can be established re- 
mains to be seen. Both nitrous dioxide and phos- 
gene have been suggested. 

* * * 


The superb aid supplied by the Social Service 
Department represents a chapter in itself. They 
helped in a variety of places in the hospital when 
people were needed who knew the hospital, its 
personnel and the function of the various depart- 
ments, who were disciplined by experience in 
dealing with people emotionally disturbed and in 
technic of interview and who knew quickly at 
what point it was necessary to get administrative 
sanction for action. 


Those members of the Ladies’ Visiting Commit- 
tee and War Service who came in to volunteer 
were valuable because they were people of poise 
and they knew the hospital. This last is essential 
for most volunteer service in a disaster. This we 
have proved. 


Two other groups of volunteer service which 
met these qualifications should also be noted. One 
a group of Harvard undergraduates who had been 
doing volunteer service as orderlies for over six 
months, some of whom were on service that night 
and others who came to the hospital upon learning 
of the need. They knew the hospital. The other, a 
group of Red Cross Nurses’ Aides, almost all of 
whom had been trained at the hospital, who came 
in on Sunday and following days to release nurses 
from other wards, so that a constant nursing staff 
of 20 was kept on eight-hour duty, or 60 each 
twenty-four hours, on White-6. 


As an example of the need for trained social 
service and volunteer assistance consider the In- 
formation Desk at the front door. The following 
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problems were of pressing importance: 1) People 
inquiring about casualties. 2) People offering vol- 
unteer service. 3) People asking to be blood do- 
nors. 4) Calls for listing of casualties from Civilian 
Defense Headquarters and Red Cross. 5) Calls 
from telephone operators in other cities and tele- 
grams inquiring about the casualties. 6) Doctors 
and reporters asking to see the injured and inquir- 
ing about identification of the dead. 


In addition, social service took over the enor- 
mous task of interviews with relatives both of the 
injured and the dead. It has rendered invaluable 
assistance on the ward, freeing the medical and 
nursing services for urgent duties with the pa- 


tients. 
* * % 


Comments and Lessons Learned 


The value of a well planned and organized tele- 
phone service to notify hospital administration, 
staff, nurses, maintenance, and department heads, 
was especially emphasized. Ours functioned but 
can be much improved. Too much thought and 
planning cannot be given to this service. 


The necessity of the immediate examination 
and separation of living and dead at the very en- 
trance of the hospital. This was only realized after 
a number of dead had been admitted to the Emer- 
gency Ward. At once two medical house officers 
were stationed at the Emergency Ward entrance 
for this purpose. This is important and two men 
should collaborate. 


The organization and division of staff and nurses 
into teams for the undressing of patients, the care 
of clothes and valuables, the administration of 
morphea, treatment of shock, dressing of burns 
and wounds, oxygen therapy, surgical procedures 
such as tracheotomies, etc. 


The importance of concentration of casualties in 
one group where they can be under concentrated 
medical treatment and isolation procedures can be 
set up if needed, was clearly demonstrated in this 
disaster. 


A further interesting problem was presented by 
the abrupt and unexpected confinement in the 
hospital of 39 seriously injured people of private 
patient status. Isolation precautions were consid- 
ered imperative, so anxious families and friends 
had to be reckoned with. Many requests were re- 
ceived for transfer to a private ward, for special 
nurses, and for private surgical and medical care 
either at the hospital or in other institutions. The 
policy was immediately announced that visits 
from family doctors or consultants at the request 
of patient or family would be welcomed. Whole- 
hearted cooperation by the local medical profes- 
sion was received. Doctors visited their patients, 
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reassured them and told them under no condition 
to consider removal. Medical information that 
might have a bearing on their present condition 
was gratefully received by the staff. 


It was the mature judgment. of those responsible 
that the facilities mobilized for the examination 
and treatment of the injured were equal or better 
than those that could be provided in private care. 
This overruled all financial considerations and 
personal wishes of families and friends. 


The late (24 hour) appearance of respiratory 
lesions in the apparently uninjured demonstrated 
in this disaster the wisdom of hospital treatment 
for everyone until the pattern of the trauma was 
fully disclosed. 


Medical officers from both Army and Navy were, 
of course, desirous of transferring their injured to 
military hospitals. Full cooperation was attained 
in doing this only when consistent with the wel- 
fare of the patient. 


One important defect in the Casualty Organiza- 
tion appeared in an unexpected quarter. It was 
impossible for those responsible for the care of 
the survivors to secure adequate information re- 
garding the character of the trauma. The predom- 
inant clinical pattern of flash burns and severe 
damage to the respiratory tract was apparent by 
1:00 am. An inquiry was directed to authorities 
but no information regarding the disaster could be 
obtained. The question of poisonous fumes was 
immediately raised but definitive evidence on this 
point is still lacking. 


Catastrophe organization might well include ex- 
perts assigned to the scene of disaster to determine 
the nature of the trauma, the presence of noxious 
fumes, etc., not solely to fix the responsibility from 
a legal standpoint, but to aid in the treatment of 
casualties. 


Examination of the dead by competent pathol- 
ogists might well begin immediately and their 
findings communicated to clinicians. 


Autopsies on those dying after clinical appraisal 
of symptoms are particularly desirable, not only 
for scientific purposes but to give immediate as- 
sistance in the treatment of the living. 


Handling of dead. An emergency morgue should 
be selected in advance, paying attention to accessi- 
bility, windows for ventilation and cooling, and 
isolation. It should be placed in charge of some 
responsible person and a police guard obtained as 
soon as possible. Only persons bearing passes ac- 
ceptable to the person in charge and to the police 
should be admitted. The bodies should be ar- 
ranged in orderly fashion, heads in same direction, 
and sexes separated, if possible, covered with 
sheets. Tags numbered consecutively (M.G.H. 1, 2, 
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3, etc.) bearing date and hour of arrival should be 
attached to wrist. 


The Medical Examiner or Coroner should be 
consulted as soon as possible and his directions fol- 
lowed. If he so directs, identification of the dead 
may be carried out. In one instance, pocket books, 
letters, etc., by which documentary identification 
is made, should be returned to pockets. No jewelry 
should be removed. If the Medical Examiner so 
directs, however, a complete list of all valuables 
can be made by two persons, one preferably a 
police officer; the valuables placed in an envelope, 
signed by the two persons, and placed in a safe. 


Coordination, personal identification. Only one 
group at a time should be admitted. Name, ad- 
dress and relationship of identifying person should 
be entered on numbered tag. No valuables or body 
should be released without written consent of 
Medical Examiner or coroner. 


An official count and list of identified dead 
should be made as quickly as possible and given 
to police and press. 


A list of living, giving name and address, was 
available by 3:00 a.m. and given to police and 
press and was of great value in giving that infor- 
mation to anxious relatives. 


It is desirable to speedily obtain police assistance 
to control yard traffic, to guard hospital corridors 
and morgue. 


The serving of coffee and sandwiches by the 
dietary department and the Red Cross was valu- 
able in sustaining energy and morale of workers 
and comforting waiting relatives and friends. 


Organization and Supplies. The need for a hos- 
pital organization for the handling of emergency 
disasters and the collection of an ample quantity 
of emergency supplies is obvious. Thanks to the 
efforts of the Civilian Defense we had been made 
“catastrophe minded.” Owing to practice mobiliza- 
tion and widespread information regarding disas- 
ter management everyone performed his duties 
without orders. Although during the first two 
hours everything seemed to be in confusion be- 
cause of the numbers of people scurrying about, 
it was obvious to those responsible for organiza- 
tion that everyone was acting rapidly, efficiently, 
and intelligently. Furthermore, the quantity of 
supplies on hand proved adequate and no shortage 
of anything was experienced. 


“An emergency anticipated and prepared for 
ceases to be an emergency.” 





Financing the Washington Wartime Service Bureau 


The membership of the American Hospital Association has assured that the Washington 
Wartime Service Bureau will be adequately financed. The response to the request for sup- 
porting contributions has been very satisfactory. 


As HOSPITALS goes to press, twenty-two days after the requests were mailed, the 


statement of receipts is as follows: 


Total number of hospitals contributing—1244 


Receipts 


Total Receipts 


$17,177.50 


$25,098.50 


The committee appointed by President Hamilton, which is canvassing the field for the 
best qualified person to become Director of the Washington Wartime Service Bureau, 
will probably submit the nomination shortly after January 1 and the Bureau will begin 
its operation immediately after the Director is selected. 
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Volunteer Workers 


MRS. EDWARD J. WALSH 


unteer service, like a pendulum, has swung 

from one end of the arc to the other—from 
having been the only method of outside help in 
organizations, to the point where no one was con- 
sidered efficient in social programs unless they 
had some technical training—it is most interesting 
to see the return swing as we see it now, which 
has been brought about by the war emergencies. 
We are not going back to the day when there was 
a volunteer dropping in when the spirit moved 
her, doing a little something but lacking any feel- 
ing of responsibility in her work. The volunteer 
is in the picture again, this time with a volunteer 
program for all agencies, where the volunteer ac- 
cepts responsibility and realizes that it means the 
necessity of education of the worker to fit into 
the program. This is particularly true in the hos- 
pital field. 


The Attributes of the Volunteer 


Let us look at the volunteer from the difficult 
point of view of hospital needs. In the first place, 
let us look at the volunteer herself—she is a per- 
son of ordinary ability who has a desire to serve 
the community during the leisure time which she 
has at her disposition. Few women in the world 
today are sitting around trying to think of some- 
thing to do. Leisure time really means the time 
which one may spend on amusement, education, 
or service, and frequently, it has to be a choice 
among the three that the volunteer has to make. 
She is a person, who might be your wife, your 
daughter, your sister or a friend. In her the hos- 
pital sees another pair of hands and another pair 
of feet and another brain to work for that 
hospital. What do the hospitals want in their com- 
plex institutions? Is the volunteer to fit in where 
the nurses want her, the doctors want her, the 
superintendent wants her, or where the trustees 
want her? As a matter of fact will the volunteer 
fit into any one of these places or all of them? 


| Ee LIVED THROUGH a period in which vol- 


Organizations that are Training Hospital Aides 
There are organizations in the present emer- 
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gency with more or less definite programs of train- 
ing. The Red Cross is training the nurses aides, 
the O.C.D. is training hospital aides, and the Junior 
League and numerous other organizations are con- 
tributing their share in volunteer training pro- 
grams. 


The Civilian Defense program organized under 
the direction of President Roosevelt and Mayor 
LaGuardia of New York made a skeleton plan 
of what has become one of our largest national 
agencies. These volunteer workers are trained for 
service in public, private, general and specialized 
hospitals, in clinics of all kinds, in convalescent 
homes, in institutions of the handicapped, in vari- 
ous health organizations, such as the American 
Society for the Control of Cancer and in public 
health and nursing programs. 


The American Red Cross and Volunteers 


In war as in peace, the American Red Cross is 
perhaps the foremost among the agencies using 
volunteers. The first aid courses, taught in many 
instances by volunteers, are designed to partici- 
pate in medical care programs on an emergency 
basis. The nurses’ aide program prepares volun- 
teers to participate in the actual day to day care of 
patients in hospitals the country over, thus render- 
ing an invaluable service to nursing staffs already 
depleted by the demands of our armed forces. In 
emergencies also the disaster relief program uses 
all available volunteers to protect the lives and 
homes of civilians. Home nursing is taught by vol- 
unteer registered nurses to home makers in order 
to make them more competent in the care of the 
sick in the home and now to prepare for the time 
when registered nurses will no longer be available 
for home nursing. Surgical dressings are made by 
volunteers. The activities of the blood bank, al- 


19 





though staffed, as is customary in Red Cross ser- 
vices by a nucleus of technical personnel, are 
largely carried on by volunteers. 


The Junior American Red Cross whose objective 
is health of mind and body is sponsored by teach- 
ers who are volunteers in our public and parochial 
schools. Other Red Cross programs which use vol- 
unteers are those of nutrition, vocational counsel- 
ing, home service, canteen, and life-saving. Even 
the motor corps is used for community service 
when such service is indicated. 


The Junior League 


The Junior League, devoting always a generous 
portion of its social services to medical agencies, 
is stressing the need of volunteers in medical care 
programs. The League is already making a large 
contribution, not only to its own activities of a 
health nature, but also to the American Red Cross, 
the Office of Civilian Defense, and other groups 
engaged in medical care programs growing out of 
the war emergency. The training course prescribed 
by the Association of Junior Leagues of America 
includes topics pertaining to health and medical 
care with special reference at this time to the 
Nation’s needs. 


Defense, Health and Welfare Services 


The Office of Defense, Health, and Welfare Ser- 
vices, the defense section of the Federal Security 
Agency under Paul V. McNutt, includes such divi- 
sions as the United States Public Health Service, 
the Office of Education, the Social Security Board, 
the National Youth Administration, the Food and 
Drug Administration, and the Civilian Conserva- 
tion Corps. This means that the O.D.H.WSS. is 
interested in education, health, family security, 
recreation, social protection, and nutrition. In edu- 
cation, health, and family security, the O.D.H.W:S. 
is a coordinating agency for the work of some 
twenty other government agencies. In recreation, 
social protection and nutrition, it has programs of 
its own to meet the emergency. Obviously, medical 
care is implied in any consideration of health and, 
as we have already seen, health agencies are using 
volunteers who complement the work of the pro- 
fessional staffs which are all too small in this war 
period. Of course, health and medical care are a 
part of any welfare program and hence volunteers, 
no matter where they are used in these programs 
even by such agencies as the Consumer’s Division 
of the Office of Price Administration, are making 
a contribution to the health of this nation. 


Hospitals and Volunteer Workers 


Among the general topics discussed by the Hos- 
pital Standardization Conference of the American 
College of Surgeons at different times, has been 
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that of volunteer service in hospitals. The Confer- 
ence states plainly that there is a definite place in 
the hospital for volunteers with good educational 
backgrounds or technical training and natural 
adaptability. In almost any peace time community 
may be found many persons anxious to devote 
varying amounts of their leisure time to philan- 
thropic activity, but the success of volunteer ser- 
vice in a hospital depends upon appropriate spon- 
sorship, adequate organization and competent 
direction. The functions of volunteers in hospitals 
vary, of course, with the hospital. The director of 
the volunteer service, a volunteer if at all possi- 
ble, should occupy a liaison relationship with the 
sponsoring body and the hospital superintendent, 
being responsible to the latter for the work of the 
volunteers under her direction. It is agreed that a 
volunteer aide assignment must be taken just as 
seriously as a salaried position since an efficient 
volunteer service means not only a saving of 


‘money, but also enables the hospital to increase 


its efficiency and to render a large service to its 
patients and to the community. 


Sponsorship 


Many cities boast quite extensive volunteer 
groups serving hospitals. Among these is the 
Women’s Auxiliary of St. Vincent’s Hospital in 
New York City which has a very well organized 
volunteer service in clinics and on hospital wards 
and floors and which sponsors an annual training 
course for volunteers. The United Hospital Fund 
of New York, also, has been exceedingly active in 
this area and recently printed a manual of sugges- 
tions for the organization and operation of a vol- 
unteer department entitled, “Volunteer Aid Ser- 
vices in Hospitals.” 


Let us consider more fully the thoughts sug- 
gested by appropriate sponsorship, adequate or- 
ganization, and competent direction. An institution 
wishing to use volunteer service must assume the 
responsibility of a sponsorship of the group which 
is to work with them. They must make the volun- 
teers feel that they are a part of the institution 
itself, not just a group who have more or less 
forced themselves upon it. The sponsorship adds 
dignity to the standing of the group in the eyes 
of the patients as well as the personnel in the hos- 
pital and I think some insignia connected with the 
hospital itself should be given to these groups to 
show their close association with the institution. 


The Program of Organization 


The program of organization must be carefully 
thought out from the point of view of the hospital 
so that they can get better service from the volun- 
teer; and from the volunteer’s point of view so 
that the demands are not too much for her 
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strength, or the time she is capable of giving. 
There should be a central office with a director 
to whom the volunteer reports for service, dis- 
cussing her assignment and reports back as to 
whether the assignment is one she feels she can 
handle. From the same director should come the 
help and assistance that a volunteer needs in situ- 
ations that may arise in her work. After all, a 
nurse outside of her professional training is given 
a great deal of various and helpful training as to 
the handling of patients, her behavior with them, 
her manner of comporting herself in the hospital, 
and how can we expect a volunteer to know all 
these things by intuition. There should be a series 
of lectures which a volunteer can attend and that 
will give her the philosophy which guides the ac- 
tivities of the special institution in which she is 
working and the method of handling people. 


What the Hospitals Will Find in the Volunteer 


As I said before, what do the nurses, directors, 
superintendents, and the trustees want in a volun- 
teer? I can tell you what they will find. 


The nurses will find willing aides to help them 
in the most difficult circumstances under which 
they are now working. Now in fact, four nurses 
aides really can take the place of one trained 
nurse, by relieving the trained nurses of the duties 


that take so much of their time, such as bathing, 
making beds, and other minor professional ser- 
vices. 


For the doctor, volunteers can take into the com- 
munity helpful instructions and suggestions that 
will make the people of the community more care- 
ful of themselves and those under their charge, 
thus leviating the strain of the doctors in the pres- 
ent emergency. 


By doing minor nursing jobs, clerical, recep- 
tionist and telephone work, volunteers can relieve 
the superintendent of the strain of trying to fill 
jobs as they are vacated by those going to defense 
work or in the armed forces. 


For the trustees, volunteers can carry into the 
community a knowledge of the hospital, its needs, 
and its services which will bring a better under- 
standing between the community and the hospital. 


Never has there been a better opportunity for 
volunteers to demonstrate the worth of their con- 
tributions of time and talents. With proper train- 
ing, and the enthusiasm they can bring to their 
service, they can make it possible for the hospitals 
to carry through the present emergencies in a way 
it would be impossible for the hospitals to do with- 
out them. 





Seventh Minnesota Institute for 
Hospital Administrators 


The Seventh Minnesota Institute for Hospital 
Administrators will be conducted at The Center 
for Continuation Study, University of Minnesota, 
January 11-16, 1943, under the direction of Dr. 
William A. O’Brien, director of postgraduate med- 
ical education of the University. The Institute will 
be conducted by the University of Minnesota in 
cooperation with the American College of Hospital 
Administrators and the Minnesota Hospital Asso- 
ciation. 


The Minnesota Institute is one of the best at- 
tended and most interesting of the institutes for 
administrators that has been established. For 
seven years it has experienced an increasing en- 
rollment and has arranged a fine program of lec- 
tures, round tables, and demonstrations for its 
registrants. It is conducted by the University of 
Minnesota as a part of its continuation study pro- 
gram and is under the University sponsorship. 
While the largest number of registrants do come 
from within Minnesota, the registration is open to 
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hospital administrators from the adjoining states 
and Canada. 


The Institute program this year is of special 
value for the reason that it is scheduled for many 
discussions and studies of wartime problems. 





Tri-State Hospital Assembly 


The 1943 Tri-State Hospital Assembly will be 
held at the Palmer House in Chicago, Illinois, May 
5, 6, and 7. The Tri-State Hospital Assembly brings 
together one of the largest meetings of hospital 
people that is held each year. Thirty-five hundred 
hospital people are expected to attend this meet- 
ing. The three-day program has been carefully pre- 
pared with the discussion of hospital matters of 
interest to each of the more than thirty sections 
holding meetings during the Assembly Week. 
Plans for taking satisfactory care of this large 
attendance have been perfected and there will be 
ample hotel accommodations available. Do not 
miss Tri-State Assembly this year. 
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The Out-Patient Department and the War 


EDWARD M. BERNECKER, M.D. 


to provide proper care for ambulatory pa- 

tients not in need of hospitalization. The justi- 
fication of the existence of an out-patient depart- 
ment is to be found in the following: 


Te FUNCTION of an out-patient department is 


1 Care is provided at a cost much less than 
would obtain in hospitalization 


2 Early treatment in the clinic frequently pre- 
vents long periods of hospitalization. 


3 Many patients of this class may pursue a 
gainful occupation while attending the clinic 


4 The family is not broken up by hospitaliza- 
tion 
Obviously there is both a definite sociological, 
as well as a financial, aspect in out-patient depart- 
ment care. It is, therefore, as important to main- 
tain an out-patient department during our na- 
tional crisis as in times of peace. 


The war has created many new problems for 
those whose duty it is to assist in the maintenance 
of public health. Chief among these problems 
may be mentioned a decrease in professional, 
semi-professional and technically-skilled person- 
nel and an inability to procure adequate equip- 
ment and supplies. A large number of the profes- 
sional, semi-professional and technically-skilled 
hospital workers have been called into the armed 
services or have found more lucrative berths in 
private fields. Incidental to the needs of the mili- 
tary, and curtailment of importation, many items 
of equipment and supplies of common use are 
rapidly falling into the unobtainable classification. 


These problems in relation to the maintenance 
of out-patient departments of hospitals at the pres- 
ent time may be interpreted as a true challenge to 
the organization and flexibility of the modern 
hospital, and the ingenuity and resourcefulness of 
the hospital administrator. Let us examine briefly, 
data, and material relevant to this subject. Dur- 
ing the last decade the out-patient department 
service has “mushroomed” in size and proportion 
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to hospital admissions. The number and variety of 
clinics established have grown during the last few 
years from a relatively simple structure into a 
highly complex pattern. Many specialized clinics, 
each with its individually trained professional and 
technical staffs and new procedures, have devel- 
oped. 


Entrance into the present war has made it nec- 
essary to make radical adjustments in our present- 
day concept of out-patient department policy to 
make it possible to approximate the same high 
standard of medical care to which our civilian pop- 
ulation is justly entitled. 


The Diminishing Out-Patient Load 


While it is true that the out-patient department 
load has. diminished, such decrease has not been 
proportionate to the reduction in personnel avail- 
able for its care. The first six months of the par- 
ticipation of the United States in the war pre- 
sented the greatest drain on the medical profes- 
sion especially in the younger group of physicians 
who for many years have been the backbone of 
the clinic services. The majority of this group of 
men have now been inducted into the armed 
forces. At the time we began to lose the services 
of these men, a large number of our nurses en- 
listed in the Army or Navy Corps, creating many 
vacancies in the ranks of hospital nurses to the 
end that nurses could not be drawn from this staff 
for assignment to duty in out-patient departments. 


I base my statement on the decrease in the num- 
ber of patients applying for clinic care on a recent 
survey of the statistics of sixteen out-patient de- 
partments maintained in the municipal hospitals 
of the City of New York. The number of indi- 
viduals treated during the first six months of 1941 
was 287,196. For the same period in 1942, the num- 
ber was 232,526, a decrease of 54,670 patients. A 
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further study of our records reveals the fact that 
the total number of visits during the first six 
months of 1941 was 1,480,736; while for the corre- 
sponding period in 1942 the number of visits was 
1,245,634. Although the number of patients de- 
creased 19 per cent, the number of visits was only 
15 per cent less, which is in no way comparable 
to the reduction in the medical and nursing per- 
sonnel required for this service due to enlistments 
in the armed forces. 


A Streamlined Program for the Duration 


In order to provide adequate care under exist- 
ing conditions, it is my contention and sincere be- 
lief that a definitely streamlined program for the 
duration of the war will be necessary in the out- 
patient department. May I outline, briefly, spe- 
cific determinations proposed to effectuate such a 
program. 


Members of the attending staff above the 
rank of clinic physicians, such as assistants 
and associates and possibly even full visiting 
physicians and surgeons should, if necessary, 
take regular clinic assignments. 


Procurement and assignment members 
should be requested to cooperate with hospi- 
tals by referring physically-disqualified physi- 
cians not on hospital staffs for possible ap- 
pointment. 


Volunteer workers, such as nurses’ aides, 
should be recruited to replace clinic nurses. 


Volunteer clerical help should be secured 
through the Citizens’ Defense Volunteer of- 
fices. 


New Functions for Specially Trained Nurses 
and Technicians 


Many procedures now performed only by physi- 
cians, such as routine dressings, taking of nose and 
throat cultures, audiometer tests and interpreta- 
tions, giving intra-muscular injections, taking of 
blood for Wassermanns, blood typing, blood 
counts, etc., must before long be assigned to spe- 
cially-trained nurses and technicians under medi- 
cal supervisions. Highly specialized clinics which 
have been developed only during the last few 
years as medical and surgical specialties should be 
returned to parent medical and surgical clinics. 
Reference is made specifically to clinics such as 
arthritic, metabolic, multiple sclerosis, varicose 
veins, allergy, migraine, endocrine, peripheral vas- 
cular, well-baby, nutritional clinics, etc. It may be 
necessary in many instances to establish in large 
institutions, clinics which will serve as consulting 
services for groups of hospitals no longer having 
available skilled specialists in fields such as 
orthodontia, ‘otorhinolaryngology, ophthalmology, 
urology, neurology and psychiatry. 
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Curtailment of Admissions 


Curtailment of admissions and reduction of pa- 
tient load may be accomplished by careful inves- 
tigations. An investigator should interview all new 
admissions and investigate all old admissions. 
Many patients gain admission improperly and at- 
tend long after they should be privileged so to do. 
New patients are frequently admitted who are 
able to pay, and old patients who have bettered 
their economic status will continue to attend the 
clinic unless questioned. Statistics indicate that 
careful interrogation as to address will definitely 
decrease the number of admissions. 


Emergency Admitting Clinics 


The number of sessions of regularly established 
clinics may be reduced by placing daily clinics on 
an alternate day basis. If this procedure is adopted, 
it will of course be necessary to provide increased 
facilities in the emergency admitting clinics to 
take care of urgent cases who apply for treatment 
on days on which clinic services are not presented. 
The physician in charge of the emergency admit- 
ting clinic must, however, be on his guard to pre- 
vent abuses of the privilege of this service. 


Referrals to Special Clinics 


A large part of clinic work falls into general 
medical and surgical clinics. It therefore follows 
that the larger percentage of referrals to special 
clinics have their inception in the general clinics. 
The physician in charge of these clinics should not 
refer any patient to a specialty clinic unless the 
patient presents a process which is considered ur- 
gent and necessitates such referral. This proced- 
ure will curtail, materially, work in special clin- 
ics, such as ear, nose and throat, neurology, endo- 
crine, migraine, etc. 


Discharging Patients 


Clinic physicians must promptly discharge pa- 
tients who are no longer in need of care or for 
whom further treatment will be without benefit. 
In this classification will be found individuals pre- 
senting vague neurotic complaints who have been 
previously worked-up thoroughly and show no 
definite pathological condition to explain their 
symptoms. Malingerers must be carefully weeded 
out. Chronics for whom nothing can be done 
should be frankly advised that treatment must be 
discontinued. “Clinic goers,” those to whom a visit 
to the clinic is an outing, not in need of care must 
be denied attendance. The use of the appointment 
system for non-urgent cases will both lighten the 
clinic load and discourage the clinic visitor. 


Laboratory Examinations 


The number of laboratory examinations, due to 
the shortage of pathologists, roentgenologists, lab- 
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oratory technicians, x-ray technicians, equipment 
and supplies, must be reduced. Such examinations 
should revert to their primary status of auxiliary 
or confirmatory aids to diagnosis based on physi- 
cal signs rather than routine procedure. Clinic 
physicians should bear in mind that the best 
means of diagnosis still rests within the confines 
of the physical senses. All special or involved lab- 
oratory procedures should be deferred until all 
possible means of diagnosis have been explored 
and the doctor is positive that the patient’s condi- 
tion can only be definitely established by labora- 
tory tests. It should then be determined that the 
patient is willing to undergo a complete work-up 
before such tests are ordered. 


In some of our out-patient departments it has 
been found that many patients for whom highly 
technical tests have been ordered either do not re- 
port for all of their appointments or, after having 
their tests, fail to return for further treatment. 
Check-up x-rays should be definitely limited. In 
some of our large clinics, only the diagnostic plate 
is taken on film; subsequent exposures are made 
on paper film. This procedure is advised particu- 
larly on tuberculosis and cardiac cases. Rigid rules 
providing that involved tests on x-rays, except for 
fractures, be not ordered until patients have made 
several visits to the clinic, are recommended. Lab- 
oratory tests and x-ray examinations should not 
serve the sole purpose of furnishing some private 
physician or agency with a diagnostic report. 


Medication 


The subject of medication merits consideration. 
Stock preparations prescribed in the treatment of 
chronic or non-urgent patients should be dis- 
pensed in quantities sufficiently large to provide 
patients with an adequate supply until it is abso- 
lutely necessary for them to return to the clinic. It 
is an absolute waste of service of physicians, nurses, 
druggists and clerks to have such patients re- 
port to and pass through the clinic channels for 
no other reason than to obtain a fresh supply of a 
preparation which is prescribed routinely for 
them. 


The registration and record divisions will be 
very important units for the proper functioning of 
the out-patient department. Unless patients are 
registered properly and charts are pulled and filed 
accurately and promptly, the medical personnel 
will not be able to function efficiently. These units 
must be staffed adequately. 


The out-patient department must be put to its 
greatest service in supplementing the civilian pro- 
tective measures in the various communities in 
which they are located. In addition to its normal 
function, the out-patient departments in New 
York hospitals have found a definite part in the 
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emergency medical service of the City. The out- 
patient departments of all hospitals have been 
designated as casualty stations for the treatment 
of ambulatory casualties resulting from enemy ac- 
tion. In the event of an incident occurring in the 
vicinity of a hospital, the out-patient department 
should be set up with folding cots in its corridors 
and waiting rooms. Treatment rooms should be 
utilized as emergency dressing rooms. In this way 
the admitting wards of the hospital will be kept 
free of hysterical patients and those suffering from 
minor inquries, leaving these divisions free to de- 
vote their entire attention to the care of the seri- 
ously injured. 


-Many out-patient department treatment rooms 
or minor operating rooms have been properly pro- 
tected and equipped to serve as auxiliary operat- 
ing theatres in the event of a continued bombing 
causing damage to the main operating rooms. It 
will be found that the basements of many out- 
patient departments may be readily converted 
into air raid shelter areas. These should be stocked 
with food, cots, blankets, hot water bottles, emer- 
gency medical and surgical equipment and sup- 
plies; fire fighting equipment, helmets, gas masks, 
picks, shovels, axes and crowbars should also be 
provided for rescue service in view of the poten- 
tialities of entombment. The home nursing divi- 
sion of the emergency medical service should be 
called upon to follow-up all casualties treated at 
the time of a bombing raid and should refer those 
in need of continued treatment, but who are not 
in need of hospitalization, to the out-patient de- 
partments of casualty hospitals. 


Well-Trained Out-Patient Personnel 


The out-patient department personnel, as well 
as hospital employees, should be trained thor- 
oughly, not only in the professional duties during 
an air raid, but in such emergencies as the pres- 
ence of incendiary bombs, fires, poison gas, shat- 
tering of glass, falling of walls, explosions, breaks 
in water and gas mains, etc. 


In this short paper, I have attempted to depict 
and portray only the highlights of the out-patient 
department problems in general and their possible 
solution rather than an effort to outline a more 
comprehensive program. Out-patient department 
problems will, without question of doubt, vary 
somewhat with the type of community in which 
the hospital is located. New York City conditions 
may not be of the same detailed character as pre- 
sents in the highly industrialized centers of war 
production such as Detroit and comparable dis- 
tricts. Many of the factors in the equation, how- 
ever, such as loss of personnel and lack of critical 
equipment and supplies will be found consonant 
throughout the nation. 
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Maternity Guidance Clinic 


FRED L. ADAIR, M.D. 


out-patient service is largely determined by 

the character of the clientele. The name might 
be changed to a broader one of parental guidance 
though the former seems sufficiently inclusive. 
The name was coined and has been used at the Chi- 
cago Lying-in Hospital where the patients are all 
women and babies, and this former title seemed 
more appropriate. 


Te place of a maternity guidance clinic in any 


The out-patient clinic there is a part of the Uni- 
versity of Chicago Clinics, but is conducted in the 
building of the Chicago Lying-in Hospital which is 
physically separated from the other clinic and hos- 
pital buildings. We have endeavored to build up 
a rather complete organization for the care of 
women and for advice relative to their problems. 


A woman’s hospital is confronted with many 
cases besides those which require antepartum, in- 
trapartum, and postpartum care. There is the ado- 
lescent with menstrual and other disturbances. 
There is the young woman contemplating mar- 
riage, the young bride seeking advice relative to 
marital relations and possible conception. The 
young woman who after marriage fails to conceive. 
The older infertile woman desiring a baby after 
years of procrastination presents her problem. The 
less fortunate patient with repeated failures from 
abortion requires special study to determine the 
etiology of her mishaps. There are those with com- 
plications of the heart, the lungs, the kidneys, the 
vascular system, the history of previous toxemias 
with residual damage who need to be carefully 
evaluated. Some can bear healthy infants and 
others cannot. We come face to face with prob- 
lems of prevention either temporary or permanent. 
Occasionally, not frequently, one encounters the 
necessity of deciding to destroy an embryonic life 
to save or preserve one precious to herself and to 
others. We run counter at times to religious beliefs 
and personal desires. The saving of embryonic 
lives adequately compensates over and over again 
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for the few which it seems necessary to sacrifice 
by therapeutic measures. The judgment of no one 
person is accurate enough to warrant an indi- 
vidual decision on such a vital matter. 


Problems of the Maternity Guidance Clinic 


The problems then which confront the maternity 
guidance clinic are those of the adolescent who 
may eventually marry, also those associated with 
premarital examination. The adolescent, if not al- 
ready enlightened should be informed relative to 
the physiology and hygiene of the reproductive 
system and also concerning the interrelations with 
other functions and self care. Compulsory pre- 
marital examination in some states increases bor- 
der marriages. A sufficiently informed public 
should seek and not avoid the premarital examina- 
tion. It is unfortunate that the premarital exam- 
ination has been linked in the minds of the public 
with venereal disease. One hesitates to doubt the 
chastity of a husband or wife to be, and the in- 
sistence of one party to a marriage upon such an 
examination may seem to question the honesty of 
the other. Important as the eradication of venereal 
disease is for both parties and for the communities, 
there are other conditions which, while less im- 
portant for the community, are of as great impor- 
tance to the future family. Tuberculosis is of com- 
munal importance and many families have been 
wrecked by its ravages which might have been 
prevented by its recognition and possible tempo- 
rary postponement of the marriage. Many family 
relations could have been happily solved by being 
forewarned before unrealized and difficult situa- 
tions precipitate a crisis which cannot be stemmed. 
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Premarital Examinations 


Premarital examinations are part of preconcep- 
tional care, should be thorough and include both 
partners. It is a preparation for marriage, for 
motherhood and the establishment of a happy 
family. An intelligent mutual understanding by 
both the prospective bride and the groom would 
enhance the prospects for future happiness. Vari- 
ous conditions may be found, some of which may 
be corrected; others may not be remedied but a 
clear understanding may be reached which should 
be mutually satisfactory, or if not, an intelligent 
decision can be reached before relations become 
much more complex. , 


Preconceptional Care 


Little real attention has been given to the pre- 
conceptional status of prospective fathers and 
mothers. Even with so-called planned parenthood 
the time selected for conception has been more 
upon the basis of convenience of economic, social, 
and time relationships than upon the physical fit- 
ness of the mates. The effect of various conditions 
of the germ cells is not fully understood, but alco- 
holism, infectious diseases, deficiency disorders, 
etc., undoubtedly have a deleterious effect upon 
germ cells and the resultant offspring of such fer- 
tilized cells. 


Preconceptional care attempts to determine the 
optimal time for conception to insure the best re- 
sult for all concerned. It gives due consideration 
to hereditary and environmental factors. The solu- 
tion, if possible, of problems revolving around 
infertility requires most careful study to deter- 
mine the causes and supply the remedy. This 
requires most careful examination of both hus- 
band and wife. There may be causes arising from 
the endocrines such as of the thyroid; there may 

_be metabolic disturbances of overnutrition or de- 
ficiency disorders. There may be faulty habits of 
living with an overworked nervous system. 


More commonly the cause is located in the 
genital tract and has to do either with the produc- 
tion of healthy germ cells or interference with 
their transport. Time does not permit a discussion 
of details, but the equipment required is important. 
Experienced personnel are, of course, essential but 
for them specialized equipment is necessary such 
as metabolic apparatus, x-ray, and laboratory 
facilities for the examination of secretions and 
tissues. 

Apposed to the problems of infertility we see 
those which arise from fertility. Preconceptional 
examinations uncover certain types of cases where 
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conception is undesirable for the particular parents 
either temporarily or permanently. 


As an example of the former, syphilis is cited 
as an example.. Even though the results of treat- 
ment during pregnancy are satisfactory, in most 
cases, nevertheless, better results would be secured 
for all parties concerned if the disease were 
eradicated prior to conception. 


Active tuberculosis is another example in which 
the prospective mother is particularly involved. 
A satisfactory arrest of the disease should be ob- 
tained before conception is desirable and safe. 
X-ray examination is indispensable for the diag- 
nosis of this disease in its incipiency. The diseases 
which should be a permanent bar to pregnancy 
are of a hereditary and environmental character. 
Of the former, individuals with hereditary charac- 
teristics which would lead to the development of 
a defective child. should not conceive. This type 
of case calls for eugenic sterilization or sex segre- 
gation as many of them are irresponsible for their 
behavior. In other instances there are acquired 
diseases which make it very hazardous for the 
woman to conceive and bear children. Certain 
cases of tuberculosis fall in this category. Other 
patients present serious involvement of the heart 
or kidney and vascular system in particular 
frequency. 


These patients who present medical indications 
for limitation of reproduction are a very real 
problem from many points of view. The doctor 
is on more certain ground here than with another 
type of patient where the indications for reproduc- 
tive limitation rest upon economic or social bases. 


Two Types of Control of Reproduction 


It is apparent then that the control of reproduc- 
tion is of two main types, the temporary and the 
permanent. The former by some acceptable, reli- 
able and harmless method and the latter by sterili- 
zation, usually by some method which inhibits the 
transport of germ cells. It may be well to point 
out that such a procedure is much simpler, more 
safe and equally harmless for the male who seems 
to harbor more prejudice against the procedure 
upon himself than he does upon his wife. 


This summarization is obviously incomplete, but 
gives some pertinent points relative to the pur- 
poses, the organization and equipment of a service 
which should be a part of every general out- 
patient clinic and particularly those where women 
are received in any numbers. It seems most essen- 
tial as a part of the organization of every woman’s 
clinic. 
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Wartime Adjustments in the Hospital Kitchen 


PAUL S. WILLIS 


always known what the public at large is just 
beginning to realize, that the proper food is 
vital to good health. 


I think we can credit the national nutrition pro- 
gram with helping to bring this vital fact to the 
attention of the average citizen. But however im- 
portant a balanced diet may be in everyday life, 
it is even more important in hospitals. 


The Situation on the Food Front 


I would like to outline the situation on the food 
front, and of the adjustments that will have to be 
made in hospital kitchens for the duration. 


Tie who are engaged in hospital work, have 


In order to do this—in order that you may be 
able to understand the changes that lie ahead—I 
will give you a realistic picture of the present situ- 
ation in the industry I represent. 


The food manufacturing field is today con- 
fronted with greater problems than it has ever 
faced in its history. While other industries are en- 
gaged in war production exclusively, or civilian 
production exclusively, the food manufacturers 
are faced with the tremendous problem of sup- 
plying the armed forces, the united nations receiv- 
ing lend-lease aid, and our people here on the 
home front. 


At the very moment when the demand for our 
products is the greatest in history, the difficulties 
involved in producing those products are the 
greatest we have ever known. 


Shortages of the materials needed for contain- 
ers; scarcity of some of the raw materials that go 
into the products themselves; transportation bot- 
tlenecks; and a looming labor shortage—all of 
these obstacles, coupled with the difficulties we 
have experienced under the general maximum 
price regulation, have required the maximum ex- 
penditure of executive talent, and ingenuity in 
order for us to keep producing. 


In the matter of containers it has been necessary 
to develop substitutes, not only for tin and other 
metals but also for rubber which is used in many 
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types of closures. Plastics, often suggested as a 
substitute for metal, are generally unavailable due 
to the shortage of solvents. 


These are the problems which the 600 research: 
laboratories in the food field have faced squarely 
and in many cases solved satisfactorily. There are 
many new and startling packages on the market, 
or, about to enter the market, and the ingenuity 
and resources of the food industry’s research fa- 
cilities are being tested ‘to the uppermost to pro- 
vide further adequate substitutes. 


The Problem of Labor Shortage 


Possibly the most serious problem confronting 
the industry is that of a labor shortage, both on 
the farms and in the factories. The possibility of 
a mass exodus from farms into the armed forces 
or war industries is a development which should 
be viewed with alarm by every thinking Amer- 
ican. If legislation is needed to keep men on the 
farms in order to avert a food shortage of major 
proportions in 1943, then such legislation should 
be passed, and passed immediately. 


These are the problems which the industry has 
to contend with at the same time when demands 
for its production are unprecedented. I believe that 
many of these difficulties could be corrected in 
Washington if proper steps were now taken to deal 
with them. 


Food Is Ammunition 


You realize that food is ammunition, vital to 
the battlefront and vital to the homefront. The ex- 
perience of Britain proves that food is the most 
important single factor in maintaining civilian and 
military morale. When Washington accepts this 
idea and stops treating food as an orphan of the 
war effort, then, and only then can we really go 
“all-out” in our production efforts. 


Rubber is vital to the war effort, and thanks to 
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the Baruch Report, it is being treated as a vital 
matter. An administrator has been appointed to 
oversee all phases of rubber production. 


Shipping is important in the war effort. A uni- 
fied organization makes certain that ship produc- 
tion moves along. An administrator is in charge 
of that project. 


Oil is important, and we have a petroleum co- 
ordinator. 


It might be possible to develop a substitute for 
rubber. Shipping may be supplanted by air trans- 
port. It might even be possible to develop a lubri- 
cant other than petroleum. 


But it will never be possible to develop a sub- 
stitute for food. Yet in spite of the fact that food 
is the most vital single ingredient in the war effort, 
there is no one in Washington with the authority 
to see that every step, from the planting of the 
seeds to food on the table, is made possible. 


There does not appear to be anyone in official 
quarters who realizes that food in the field is not 
food on the table. 


The Need for a Food-Coordinator 


We should have—we must have—a coordinator 
whose job it would be to see that farmers are sup- 
plied with labor to harvest their crops; to help 
the processors and manufacturers to secure the 


necessary machinery, containers and raw ma- 
terials; to see that adequate transportation facili- 
ties are made available for the proper movement 
and preservation of foods; and moreover, to make 
sure that the channels of distribution are kept 
open so as to permit foods to move freely and 
economically to their proper destinations. 


It will make a difference to hospitals, a great 
difference with respect to the operations of hospital 
kitchens, whether or not such an administrator is 
appointed. For if such a move is made now, it may 
be possible to avoid any serious food shortages. 


Of course, if there were such things as priorities 
in the food field such as there are in the field of 
metal products, hospitals would be well up on the 
list of essential users. But priorities are unlikely, 
for who is to say which need is the greatest? 


New Developments 


There are, however, certain new developments 
which you should take into consideration in plan- 
ning wartime adjustments in your hospital kitch- 
ens. The science of dehydration has made rapid 
strides in the last year, due chiefly to the demands 
of the Army and lend-lease shipments. 


Dehydrated Foods 


Whether or not dehydrated foods will be avail- 
able to you in large quantities and in a wide selec- 
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tion is a question which no one but the gods of 
war and Mother Nature can answer. 


Processors of dehydrated foods, in an effort to 
retain maximum vitamin content in their prod- 
ucts, locate their plants, wherever possible, in the 
heart of the growing areas. One such plant, in 
California is situated within 200 feet of its own 
fields. In common with the rest of the food manu- 
facturing industry, the dehydrators are carrying 
on extensive research in cooperation with govern- 
ment and university laboratories. Faced with un- 
precedented demands for their output, the pro- 
ducers of dehydrated foods are supplying huge 
quantities to the Army, Navy and to the lend-lease 
program. Severe labor problems confront them al- 
ready, and there is reason to believe that this 
situation will become even more severe. In addi- 
tion, the radically new machinery needed in the 
process is difficult to get because of scarcity of 
many metals. 


However, within the limits of the industry’s 
ability to produce, it seems probable that you will 
be able to obtain progressively larger quantities 
and broader selections in the dehydrated field. 


Recent studies by the Department of Agricul- 
ture show clearly that dehydrated foods retain a 
good part of their vitamin content, and appetite 
appeal after they have been re-constituted. One 
of the chief advantages of dehydrated foods, in 
addition to their quality of retaining nutritive 
values, is the fact that because they are waterless, 
they can be packaged with materials such as pa- 
per, which are not scarce. In addition, their com- 
pactness helps to solve the transportation diffi- 


culty. Quick Freezing 


Another process which has these advantages is 
quick freezing. In addition to being readily avail- 
able, frozen foods are not only as nutritious as the 
fresh variety, but often more so. This is due to the 
fact that they are harvested at the peak of their 
freshness and then frozen so quickly that none of 
the goodness can escape. 


The frosted food industry has expanded its pro- 
duction as rapidly as conditions permit, and I 
earnestly suggest that its products deserve a place 
in your plans for appetizing and nutritious menus. 


I do not mean to place emphasis on frozen and 
dehydrated foods to the exclusion of the other 
products to which you have become accustomed 
throughout the years. The two categories are 
merely shining examples of the tremendous ad- 
vances being made in food industry research. 


It is no exaggeration to say that the war has 
intensified the industry’s laboratory work to the 
point where we will accomplish fifty years’ prog- 
ress in the next two. 
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The average food warehouse is confronted with 
a situation where many products are going out the 
front door, while replacements are not coming in 
through the back door. But it is thrilling to look 
into the crystal ball and visualize the startling 
new developments in the food line which will ap- 
pear in the years to come. New products such as 
I have mentioned, new and startling packages are 
leading the parade which will grow bigger and 
bigger in the immediate future. 


Food Scarcities 


Now a word about the familiar products which 
you have used through the years in providing your 
patients and your staffs with quality meals. There 
is no use pretending that there will not be scar- 
cities in some lines. And unless the labor situation 
on farms and in factories is clarified, no one can 
predict just exactly how much of what goods will 
be available. 


I can, however, make one prediction. I can tell 
you that if one thing is certain in our industry 
today, it is that the quality you have depended on 
in the past will be there in the future. In the hos- 
pital line, you naturally have a much greater- 
than-average interest in quality, and so I would 
like to give you a word of assurance on the 
subject. 


Food Laboratories 


If you could see, as I have seen, the elaborate 
care that is taken by the manufacturers of well- 
known foods in maintaining the goodness of their 
products, I think you would realize that as far as 
our field is concerned, top quality is number one 
on our “must” list. 


Entire departments stand guard over every 
package of every reliable product. They have 
large trained staffs, whose responsibility it is to see 
that the “priceless ingredient”—quality—goes into 
every package. 


You realize, better than most people, what this 
kind of research means. You know of the long 
hours of experiment, of the never-ending search 
for new developments. As it is in hospitals, so it 
is in the food manufacturing plants, that our labo- 
ratories point the way to a better future. 


But despite the laboratories, quality would not 
be assured in the products if it did not exist in the 
hearts and the minds of the men responsible for 
the production of those products. And you have 
the assurance that America’s food manufacturers 
can be depended on to keep their standards the 
highest in the world. They will do this, and do it 
conscientiously, in spite of the fact that they are 
today engaged in a production battle which might 
make lesser men throw up their hands in despair. 
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Wartime Adjustments in Hospital Kitchens 


It seems to me that in considering wartime ad- 
justments in hospital kitchens, this question of the 
reliability of the manufacturers who supply you 
with food, is a most important one. For were they 
less dependable, your problem would be greatly 
intensified. 


I think that a fine analogy can be drawn be- 
tween your position and that of the food manu- 
facturers. Your main concern is with the health 
and well being of the American public. With our 
nation at war, that concern is greater than ever. 
That is also true of the food manufacturing in- 
dustry. You are looking ahead to the day when 
sickness will be a rarity, and when radiant good 
health will be taken for granted. 


We in the food industry share that hope. Our 
activities in connection with the national nutrition 
program were undertaken with exactly that goal 
in mind. And it is interesting to note in this con- 
nection, that a recent survey conducted by the 
office of defense, health and welfare services 
showed conclusively that where the nutrition pro- 
gram has been featured intensively by all partici- 
pants, the health of the people in such a locality 
undergoes a marked change for the better. 


The hospital stands today as a shining symbol of 
life in a world which is operating on a standard 
of mass death. In a darkened world your beacon 
lights offer hope and solace to mankind. I want 
you to know that you are not alone. 


The food manufacturing industry shares your 
goal of good health and your respect for top 
quality. 

In the grim days ahead, I hope you will look to 
our industry for wholehearted cooperation. We are 
doing no “business as usual” in the food field to- 
day. From the top executive to the delivery boy 
there is a keen feeling of the great responsibility 
that is ours. You know the importance of the quar- 
termaster corps in supplying food to the Army. 
You can imagine the tremendous task involved. 

Food field is doing its wartime job with the deep 
sense of responsibility which comes from the 
knowledge that we are, in effect, the quartermas- 
ter corps for the Army on the home front and for 
the tremendous civilian populations of nearly all 
of the united nations. 

It is a gigantic undertaking—far and away the 
biggest we have ever faced. It is so big, in fact, 
that it may cause certain difficulties with respect 
to shortages of some foods. I repeat, however, that 
we are sparing no effort in our battle to answer 
such shortages with effective, top-quality substi- 
tutes. 

We know, as you know, that food is vigor—and 
vigor is victory. 












The Hospital Medical Staff in Wartime 


CHARLES F. WILINSKY, M.D. 


progress has been interrupted because of the 

brutality of wilful men, that we pause and med- 
itate, as to the sacrifices and contributions which 
the medical profession and our hospitals must 
make in order that we may be privileged to live 
in the kind of a world we want. 


T IS FITTING at a time when the march of human 


Much has been said and a great deal has been 
written on the influence of the war on the well 
being of our hospitals. Many of us are familiar 
with the serious dislocations which have already 
taken place, and I am sure all hospital adminis- 
trators have tasted from the bitter cup of loss of 
staff members, diminished ranks of other person- 
nel, scarcity of supplies and higher costs of oper- 
ation. 


Added to the normal, peacetime functions of 
our hospitals are the additional duties and respon- 
sibilities which the present type of warfare forces 
upon us. The defense of our civilian population 
from the potential danger of enemy bombing, 
possible sabotage, and other hazards impose addi- 
tional burdens difficult to meet because of dimin- 
ished manpower, and higher costs of operation. 
Pages could be devoted to a depiction of the multi- 
tudinous problems confronting the hospital admin- 
istrator. We are primarily concerned, however, 
with a presentation of facts revealing the influence 
of the war on the medical staffs of our hospitals. 
This suggests the wisdom of presenting some fig- 
ures revealing the available supply of physicians 
in the United States, and the demands upon the 
medical profession by the armed forces, as well 
as the varied needs of our civilian population. 


Services of Physicians on a Full Time Level 


We are reliably informed by the American Med- 
ical Association that there were about 175,000 phy- 
sicians in the continental United States, when a 
census was taken in 1940. Of this group a little 
over 85,000 were said to be engaged in the general 
practice of medicine. About 90,000 were in special- 
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ized fields, and included in the latter group were 
said to be the following numbers: 


1 Over 7000 engaged in full time responsibil- 
ities, including teaching, research, in indus- 
trial medicine, and in executive positions. 


2 About 10,000 in Federal, state, and local 
health departments, and other government- 
al units. 


3 Approximately 16,500 were affiliated with 
hospital medical services, this group includ- 
ing over 3000 in hospital administration, 
more than 6000 serving as residents and as- 
sistant residents, and over 7000 interns. 


It is quite evident from the above figures that 
there are approximately 33,000 physicians who are 
engaged on a full time level in essential activities 
for the protection of the health and well being of 
the American people, and not available for the 
private practice of medicine. 


Physicians Available for the Care of Civilians 


There are left, therefore, approximately 140,000 
physicians of all ages, and varied physical condi- 
tions, to care in normal times for the medical needs 
of the 132,000,000 American people. In the present 
great crisis, they are also expected, of course, to 
meet the urgent demands of our armed forces. 


It appears that there are in the United States 
about 81,000 physicians under forty-five years of 
age, and about 32,000 between the ages of forty- 
five and fifty-five. There are about 63,000 physi- 
cians in the United States over fifty-five years of 
age. Our Army prefers physicians under forty-five 
years of age, although limiting the age to under 
fifty-five; the Navy up to fifty years. 
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What are the medical needs of our armed forces, 
and what must be considered the minimal needs 
of our civilian population, who must produce the 
goods for lease and lend, who must manufacture 
the varied implements of war, who must till the 
soil, and carry on in a thousand efforts, if the war 
is to be won? 


Requirements of the Armed Forces 


We are informed that our Army standards re- 
quire 6.5 physicians for every 1000 men in the 
armed forces. We read of a potential army of more 
than ten million men. This suggests a possible 
need of 65,000 physicians for this branch of our 
combat forces. We are told that the Navy in its 
expansion will need more than 5000 additional 
physicians. This totals up to more than 70,000, and 
we are urged to enroll, preferably those medical 
men under forty-five years, of which the total 
number in the United States is said to be the 
already-mentioned 81,000. It is important to stress 
that in this group of 81,000 are included those 
under forty-five years holding the already-alluded 
to full time teaching positions, executive and in- 
dustrial physicians, research workers, public 
health and hospital personnel, and others. Many 
of these are essential to these civilian activities. 
What are the needs on the home front which is 
no longer free from attack, and where we are 
obliged, therefore, to add to the normal medical 
needs which both preventive and curative medi- 
cine require. We must keep in mind the possible 
demands for the care of the wounded, because of 
the hazards of enemy attack. We are informed that 
we normally need one physician for about 1500 
of our civilian population. This implies a need of 
about 80,000 physicians for the 120,000,000 of our 
people not actively affiliated with the armed 
forces. 


The attempt to maintain these ratios of physi- 
cians to units of our armed forces, as well as to 
the civilian population, will raise serious prob- 
lems. It calls for an approximate total need of 
about 150,000 physicians. Since the armed forces 
will take the younger age groups, we. shall be 
obliged to depend materially upon those in the 
older brackets. We may find, too, as the demands 
grow greater, that readjustments will have to be 
made lowering the ratios of physicians to army 
numbers, or to our civilian populations. 


Problems Which Prolongation of War Will Add 


The prolongation of the war with the consequent 
expansion of our Army will, of course, add to the 
problems of the medical profession, and our hos- 
pitals. 


Medical education must continue to meet the 
demands of the day and to graduate men to re- 
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place those who for various reasons are lost to 
the field of medical practice. It is important to 
emphasize and re-emphasize that we must not 
compromise with satisfactory standards. 


Internships must and have already been short- 
ened and adjusted in many instances to meet the 
war needs. The number of residencies and the 
period of this training will be adjusted, too, in 
order to furnish us as quickly as possible, able 
young physicians to our combat forces. 


Effect of the War on Hospital Staffs 


In the attempt to judge the effect of the war and 
the war effort upon the medical staffs of our hos- 
pitals, we have accumulated already, in the very 
few months of our active national participation 
in the war, valuable evidence which may well 
serve as a guide to the direction in which we are 
traveling. 


Certain representative hospitals of varying size 
were selected. These are located in the East, Cen- 
tral belt, Middlewest, and other parts of the 
United States. Information was sought as to the 
total number of their active staffs. How many and 
of what percentage to the total staff had been 
commissioned in the medical corps and have gone 
into service? Some of these hospitals are actively 
affiliated with medical schools, others enjoy most 
excellent reputations as community institutions. 


Size of Number in Per 
Hospital Staff Service Cent 
Pio PD vio hee ia 750 228 30 
13 eR ee ee ee 365 94 26 
a eee een eres 353 77 22 
D 311 108 34 
|. oe 250 50 20 
| EAE 173 55 33 
2 eae ae 146 40 27 
|: eee 137 46 28 
I 136 55 40 
22 18 
10 15 
14 22 
50 16 
59 40 





These figures reveal medical staff enlistment of 
from 15 per cent to a maximum of 41 per cent. 
They reveal the intention of a substantial number 
of members of the medical profession to enroll 
in the service of their country. They further reveal 
the intentions of our Government to see to it that 
our military forces shall not lack for medical care. 


In picturing the medical staff problems of hos- 
pitals, allusion must be made to the particular 
needs of hospitals in so-called target areas. Intel- 
ligent planning must give consideration to the 
care of the injured in the event of enemy attack. 
The normal and abnormal needs of the civilian 
population must be met. Facilities and manpower 
for the possible treatment of epidemic disease 
must not escape our thinking. Health in the home 
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and health in industry must be given the prom- 
inence it deserves. 


What Are We Going to Do About It? 


We are going to contribute to our armed forces 
for the protection of their health and well being, 
the necessary medical, nursing, and allied person- 
nel. 


We must retain for medical education essential 
personnel in sufficient number to maintain satis- 
faetory teaching standards. Whenever and wher- 
ever possible men who have retired from teaching 
must be brought back to fill the gap created by 
enlistment. I offer as an illustration the return to 
my own hospital of Dr. Henry Christian, who for- 
merly served as physician-in-chief at the Peter 
Bent Brigham Hospital, and who occupied, for a 
number of years, the important chair of Hersey 
Professor of Medicine at the Harvard Medical 
School. After a retirement of several years, he 
again resumes at the Beth Israel Hospital his valu- 
able teaching of Harvard medical students. 


Research which contributes to the war effort 
has a justifiable place and should be carried on. 


We must continue to train interns and residents, 
the latter perhaps in more limited numbers, where 
curtailment is indicated, if American medicine is 
to continue its fine record of progress and achieve- 
ment. 


In view of the war demands upon our younger 
men, we must depend in a much greater measure 
eupon the older group of physicians to care for the 
civilian population, whether it be in their offices, 


in the furnishing of domiciliary care, in the clinics, 
and in the beds of the hospital. 


Staff men will have to depend in a lessened de- 
gree upon interns and residents for the care, par- 
ticularly, of their private patients. They must come 
back and do their examinations, surgical dress- 
ings, etc. 


Since we all feel the serious pinch of essential 
nursing staffs, laboratory personnel, and others, 
staff men can be of invaluable aid in reducing 
demands upon our diminished ranks. This applies 
to the use of the nursing service, the laboratory, 
x-ray, and dietary, and other departments. 


Staff men must educate patients to be less exact- 
ing, less demanding, and more forgiving. Beds, 
doctors, and nurses will in a marked sense have 
to be rationed. They must be taught that serious 
illness has priority over trifling and temporary 
disability. This education of the public will do 
much to lessen the burden of the staff and hospital. 


The conclusion is profoundly easy. Hospital 
staffs will be materially diminished. It was inevi- 
table that the demands of the armed forces for 
medical personnel in large numbers, would make 
for serious inroads upon the staffs of the hospitals. 
Younger men will go, the older groups must fill 
the ranks, and must meet the needs. This is a 
challenge to the medical profession. This is a chal- 
lenge to the hospitals. It will be met in keeping 
with the glorious tradition and rich heritage of 
American medicine and the hospitals of America. 
The inevitable fruits of liberty which we fight for 
will taste all the sweeter in the end, because of the 
sacrifices we will all gladly make. 





Volunteers 


“From Pillow to Post,” an interesting article in 
December’s Ladies Home Journal, by Dorothy 
Ashby Pownall, is the diary of a volunteer Red 
Cross Aide for the eighty-hour first period of her 
training in a University Hospital in a Midwest 
city. 

The story is true to life and gives in comfortable 
detail the impressions of a group of housewives 
of the University town in their bedside work of 
caring for the sick. It emphasizes the benefits of 


the lessons learned from bedside nursing experi- 
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ence. The aides’ contacts with patients and medical 
staff is pleasantly described. Above all it clearly 
outlines the value of the training to the aide and 
to the hospital. 

The article should be read and thoroughly en- 
joyed by the thousands of housewives throughout 
the country who can, as the author so tritely puts 
it, “budget their time” so that they may make their 
contribution to the war effort in the very practical 
and useful employment of caring for the sick at 


the bedside of the patient. 
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The Small Hospital in the Present Crisis 


MALCOLM T. MacEACHERN, M.D. 


and assigned a distinctive place, or considered to 

have distinctive problems, in the world today. If 
a small hospital happens to be in a big city, what 
comparison can there be between it and the hospi- 
tal in a village out on the Minnesota prairies or the 
Montana plains, or in a hamlet down in the Caro- 
lina hills? The first can close its duors and leave 
scarcely a dent in the hospital service of the city; 
other institutions can easily and quickly absorb 
the load. But let the only hospital that serves a 
farm and village community close, and there re- 
mains a gap—a tragic situation of leaving the 
people without any convenient facilities for scien- 
tific care when disease and accident strike. 


' my opinion, small hospitals cannot be lumped 


The Hospital in the Rural Community 


In a rural community, a hospital, however small, 
occupies a very large place, and its comparatively 
isolated position makes its problems totally dif- 
ferent from those of the little hospital in a metro- 
politan area. In cities, coordinated functioning can 
be arranged to minimize personnel and material 
shortages, and needs can be apportioned and crises 
met in unison. Affairs are not always managed 
that way, by any means, but they can be if the 
pressure is great enough. If the war continues, 
we may be sure that there will be extreme pres- 
sure, and that our hospitals will have to get to- 
gether, through local councils and one with an- 
other, for joint action in health fortification of their 
communities. 


With this difference in mind, then, between the 
small hospital in St. Louis and the small hospital 
in “Gopher Prairie,” I am going to discuss first the 
position of the latter in the present crisis. In na- 
tional thinking the hospital problems of the rural 
areas overshadow all others. Hence the adequacy 
and the quality of service provided this class of 
population, will affect more than any other factor 
the Federal Government relations with hospitals 
as a whole after the war. For selfish reasons, there- 
fore, besides sincere concern for the welfare of all 
of our people, I think that the crucial problems of 
our small town hospitals are the affair of all hos- 
pitals. 
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Why the Small Town Hospital? 


First, of course, we have to question the very 
reasons for the existence of the small town hospi- 
tal. In our big, self-satisfied city hospitals we 
would find many people who feel that there is no 
good reason for the existence of hospitals in small 
communities. First aid stations, diagnostic centers, 
perhaps, but for real hospitalization they think it 
is easy enough to board a train for St. Louis, 
Chicago, New York or the nearest large city. They 
have the “medical center” idea, and believe that 
the greater the degree of centralization, the higher 
will be the efficiency and the better the results. 
They would say that in wartime, especially, it 
would be better to concentrate hospital facilities, 
and do away with the waste of having our hospi- 
tals scattered all over the map. 


The main trouble with that argument is that it is 
un-American. It is not the idea of the American 
way of life. We want our Main Streets to look just 
as much like State Street as we can make them. 
We want our lights as bright and our shop win- 
dows as alluring as those in the cities. We want our 
mothers, wives, and daughters to wear Fifth Ave- 
nue designed hats and gowns, even if we do get 
them through the mail order catalogue. We want 
a theater and a library. We insist upon schools 
that equip our boys and girls equally as well for 
life as those in large cities. When our youngsters 
are ready for so-called “higher education” or spe- 
cialized training, we are willing to send them away 
to the university, but the fundamental preparation 
we expect them to be able to get in the home town. 


Likewise with hospitals, we want them con- 
venient. We do not want to take the chance of a 
fifty-mile trip for an emergency operation if we 
can help it. Hospital service is one of the things 
that in the American way of life we expect to have 
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distributed all over, for rich and poor, city and 
country folk alike. Of course, when some very com- 
plex condition arises that needs a specialist’s skill 
and special equipment, the small townsman is not 
too surprised that the community hospital is not 
always prepared to give him the proper care. 


Small Hospital Can Be Model 


In by far the majority of cases, the small hos- 
pital can give adequate service. It can be a model 
of good service. I have intimate personal knowl- 
edge of small hospitals, in small communities, that 
are giving the patient a quality of care that is 
equal to that he would receive in the best city hos- 
pitals, and superior to that given in the average 
large institution. For example, I know of a very 
small hospital, down in the southern Blue Ridge, 
whose chief of staff is a brilliant surgeon who grew 
weary of the crowds in New York City and escaped 
to the quiet of the hills and established a small hos- 
pital. He is finding rest for his soul, and at the 
same time he is bringing the best of modern med- 
ical practice to people who had little medical care 
before. 


In that hospital the practice of medicine is far 
more rigidly controlled than it could ever be in a 
big hospital. No outside doctor besides the four 
surgeons on the staff is permitted to do surgery. 
The courtesy staff is strictly limited and carefully 
organized. The one resident benefits by the most 
constant, interested supervision. The nurses and 
technicians and the entire staff are bound together 
by warm interest in giving the best they can to 
the patients. Medical staff conferences are held 
twice a month; the clinical work is thoroughly re- 
viewed; and the attendance is one hundred per 
cent—active and courtesy staff both. Consultations 
are routine practice on all but the simplest cases. 


This is an unpretentious looking hospital, with 
soft wood floors that are splintering, but the pa- 
tients there receive care that is perfect as far as 
the essentials are concerned. It is an example of 
how far our hospitals can be stripped of luxuries 
and yet give superb service even in the present 
crisis. 

Problems of the Small Hospital 

The problems of the small hospital in the present 
crisis are mostly the same as those of the large 
hospital, but they are harder to solve. We might 
classify them as follows: 

Securing adequate funds and properly budg- 

eting them to operate the hospital efficiently. 


Expanding the physical plant to meet in- 
creased demands for service. 


Obtaining necessary materials and conserving 
supplies. 
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Meeting personnel shortages. 

Fulfilling educational responsibilities. 

Controlling medicine and surgery. 

Securing efficient and interested trustees. 

Promoting sound public relations. 

Providing for civilian defense and other war 
service. 

Maintaining high standards of service. 


Securing Adequate Funds and Properly Budgeting 
Them to Operate the Hospital Efficiently 


Financial problems are particularly acute in 
wartime when there are so many demands upon a 
community for funds. However, there should be 
some lessening of charity service since the number 
of unemployed is being radically reduced. There is 
also a growing tendency on the part of states and 
municipalities to provide some compensation to 
the hospital for non-paying cases. 


With the proper appeal based on the wartime 
value to the community of maintaining high stand- 
ards of health, sufficient funds should be forth- 
coming. Many hospitals have been able to raise 
substantial amounts during the past year or two 
for necessary expansions and improvements to 
their plants. There is not the same dramatic appeal 
perhaps in seeking funds for maintenance, but a 
good presentation of the needs will usually win a 
response. 


Control over expenditures is as important as ob- 
taining funds. Conservation of materials and effi- 
cient operation are patriotic duties in wartime, as 
well as economy measures. 


Increasing the charges for service is proving nec- 
essary and feasible in some places. It is not, how- 
ever, possible to generalize about the increasing of 
charges. Local circumstances must control. As Sis- 
ter Rose, superintendent of St. Vincent’s Hospital, 
Indianapolis, said at one of our War Sessions: 


“We are in business, it is true, but more than 
that must be taken into consideration. Human 
lives are entrusted to our care, and very often 
being deprived of our service would deprive 
individuals of life itself. We may have to in- 
crease our rates, but let us first look into our 
books, examine our organization, and see if 
each one concerned is doing his or her best, 
wasting nothing, and doing each task a little 
more efficiently each day. . . . The hospital’s 
first and final interest should be the welfare of 
the patient.” 


Group hospital insurance is a help in stabilizing 
income and reducing expenditures for free and 
part-free service. It is to be hoped that it will 
spread to more of the smaller communities. 
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Expanding the Physical Plant to Meet Increased 
Demands for Service 


I shall not enter into lengthy discussion of the 
difficulties of obtaining priorities for enlargement 
of physical plants. When conditions justify it, the 
War Production Board is trying to make it pos- 
sible in defense areas to receive the required ma- 
terials. Government aid in financing additions and 
improvements has also been forthcoming. Many 
small hospitals have built new facilities or re- 
modeled their plants to accommodate more pa- 
tients within the last few months. Of course the 
difficulties are growing as materials become more 
scarce. It may be necessary in some localities to 
acquire space in existing buildings in the com- 
munity for conversion to hospital service. This is 
usually an unsatisfactory expedient, but, neverthe- 
less, it may be a temporary help. Every community 
should be surveyed for its facilities that might be 
adapted to hospital use in emergencies. It is not so 
many years back that it was customary to convert 
hotels, schools, or large dwellings to hospital use, 
and, if circumstances require it, that can be done 
again. 


In any given community, hospitals should work 
together to accommodate overflow from other in- 
stitutions. The greater the distance between them 
is, of course, the less possibility there is for this 
cooperation. I think that it ill befits hospitals to 
urge people to care for their sick at home during 
wartime, when all during peace they rightly em- 
phasized the superior results to be expected 
through hospital care. After the war we cannot 
expect public confidence in and good will toward 
hospitals if we do not demonstrate ability to serve 
in crucial times. Extraordinary efforts must be 
made to meet the needs. 


Obtaining Materials and Conserving Supplies 


Delays and failure to obtain needed materials 
are widely reported by hospitals. Naturally, the 
small hospital is having more than its share of 
difficulties since it cannot point to the large needs 
reported by the big institution. Confusion as to 
procedure in obtaining priorities has been a factor 
in increasing the difficulties. An enormous amount 
of hospital equipment is naturally being absorbed 
by the military hospitals, which have an A-l-a 
priority rating, and which are reducing the amount 
available for other institutions. The recent appoint- 
ment of Everett Jones as Hospital Consultant to 
the War Production Board assures better under- 
standing of hospital needs when problems of nec- 
essary priorities arise. 


The signs of the times inevitably point to the 
paramount importance of conservation and sal- 
vage. Prompt repairs will often eliminate the need 
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for replacements. A definite program of educating 
personnel in conservation is a necessary war ac- 
tivity. 

Meeting Personnel Shortages 


Probably the most difficult problem of all, for 
the small hospital in particular, is the personnel 
shortage. Hospitals cannot compete with the wage 
scale of industries, but they can adjust their wages 
to as high a level as possible in order to retain 
good employees. They must depend upon loyalty 
more than ever before, and to build it they must 
show appreciation of service. That they do not al- 
ways do so is indicated by the statement issued 
jointly the end of June by the subcommittees on 
hospitals and on nursing of the Health and Medical 
Committee of the Office of Defense Health and 
Welfare. According to this statement, inadequate 
and out-dated personnel policies are playing a part 
in the difficulties that hospitals are having in ob- 
taining graduate nurses for general duty. The sub- 
committees recommend that hospital authorities 
study the revised edition of the “Manual of the 
Essentials of Good Hospital Nursing Service,” pub- 
lished jointly by the American Hospital Associa- 
tion and the National League of Nursing Educa- 
tion. 


Women, older persons, and perhaps those who 
are handicapped in some way or another must be 
utilized. However, the greatest difficulty in the 
small hospital comes in the one-man departments 
—one radiologist, one laboratory technician, one 
anesthetist, one dietitian—what is to happen when 
these are lost, and no one is at hand to replace 
them? Obviously, the only solution is the pressing 
into service temporarily of the person who is next 
best qualified. Medical direction must be insisted 
upon, and it will be necessary to call upon the 
physician who has had the most experience with 
anesthesia to supervise this department, and the 
same way with the other specialties. Assistance by 
the clerical and nursing staffs in routine matters 
will conserve the time of the depleted personnel 
in the medical department. Considerable doubling 
up of duties must be planned. 


Educational Responsibility 


Training is a solution for some of the personnel 
difficulties. Voluntary aides, employees capable of 
advancement, younger employees, and persons 
who have been recalled to service may be educated 
and re-educated to assume an increasing amount 
of responsibility. 


Each hospital must capitalize its full teaching 
possibilities and assume the burden of training per- 
sonnel and developing their maximum potentiali- 
ties for service. Education is an important key to 
better utilization of the personnel resources re- 
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maining to us. The small hospital is not at all 
exempt from educational responsibilities. In its 
closely knit organization there are excellent oppor- 
tunities for development of newer personnel 
through association with the experienced mem- 
bers. The extreme specialization required in the 
large hospital is not necessary, and members can 
acquire broader training. 


Control of Medicine and Surgery 


Losing doctors to the military services is no ex- 
cuse for becoming lax in the control of medicine 
and surgery. Admission of physicians to the med- 
ical staff must be surrounded by precautions to 
insure against acceptance of those who are not 
properly qualified. In the small community it is 
especially difficult to refuse hospital privileges to 
anyone who applies for them, but it is necessary to 
do so if the hospital is to perform well its main 
function of restoring health. The medical staff 
must be so organized that the less experienced 
men will be supervised and the degree of respon- 
sibility in performing surgery or prescribing med- 
ical treatment will be in proportion to the proved 
ability of the staff member. The requirements for 
consultations, conferences, and ethical relations 
must not be relaxed. 


Securing Efficient and Interested Trustees 


The supreme authority in the hospital is the 
board of trustees. Unless it is made up of capable, 
influential, and interested members, the hospital 
cannot serve effectively. A group of men and 
women who represent the leading interests of the 
community should be deliberately sought as trus- 
tees. Every effort should be made to keep the 
trustees thoroughly informed about the effect of 
wartime problems upon the operation of the hos- 
pital. Only thus can they give the necessary sup- 
port. This is one problem with which the hospital 
in a small community should have less difficulty 
than the city hospital. The small community is 
more of a unit than the large community, and it is 
easier to enlist active interest in worthy causes. 


Promoting Sound Public Relations 


Hospitals have been known to suspend public re- 
lations activities for the duration. That is a serious 
mistake, the effects of which will be obvious in the 
post-war period. If there is no definite means of 
keeping the public in touch with the accomplish- 
ments and the needs, there will be no basis on 
which to expect public support when it is wanted. 
Good will and public interest are products of per- 
petual pegging away to keep your institution and 
its fine service in the minds of the people. They 
are not overnight creations, but are built by de- 
grees through the establishment of understanding 
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and confidence. The small hospital has the same 
need for this as the large one. 


Providing for Civilian Defense and 
Other War Service 


Dr. George Baehr has said that the hospital is 
the center of civilian defense in each community. 
Catastrophe, whether it is a result of sabotage or 
other war connected effort, or is a disaster that 
might occur even in peacetime, is almost always 
accompanied by casualties. The first thought is to 
save lives. Hence the importance of the hospital. 
It is a bulwark of security against preventable 
death and disablement. That fact needs to be liter- 
ally rammed into the consciousness of the com- 
munity in order that the hospital may not be for- 
gotten in the wartime stress and strain. 


A hospital is a deceivingly peaceful looking in- 
stitution, but as you and I know full well, grim 
warfare goes on beneath the quiet and calm that 
the casual onlooker sees. It is a warfare that keeps 
the health and morale of the community high, and 
helps to build the fighting and working strength 
of the nation. Every member of the hospital or- 
ganization should have that conception of the im- 
portance of his work. Involved in this responsibil- 
ity of the hospital in civilian defense is every other 
one of the activities that I have discussed so far, 
and which also all enter into the final subject to 
which I now come— 


Maintaining High Standards of Service 


Hundreds of small hospitals are giving service 
of irreproachable quality. The reports in the hos- 
pital files of the American College of Surgeons 
show this. However, there is only 38.8 per cent of 
the hospitals of 25 to 50 beds now meeting the 
minimum standards which every hospital can and 
should meet if the patient is to be assured of 
proper treatment and good care. I am forced to 
say that a considerable number of small hospitals 
today are slow in accepting, applying, and main- 
taining minimum standards which are so univers- 
ally accepted. The average service that they give 
is not of sufficiently high standard. The reason for 
this in great measure is isolation, that is, avoiding 
exposing themselves to such influences as would 
bring them in line with minimum standards at 
least. It can and should: be done. 


Isolationism of the nature I have mentioned 
may needlessly take a toll of lives, also, in small 
towns, cities and communities throughout the land, 
because the physicians, boards of trustees and ad- 
ministrators who are responsible for hospital poli- 
cies in those communities find it easier to go along 
in the same old way rather than to give strenuous 
thought to the best possible care of the patient. 
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They do not want to antagonize certain influential 
members of the local profession by refusing them 
hospital privileges, incompetent and unethical 
though they may be in the light of modern ideas. 
They do not want to organize their medical staff, 
and thus prevent any physician who wishes to do 
so from performing major surgery, for instance. 
They do not want to have anesthesia and radiology 
and laboratory services properly supervised, nor 
to have medical records properly written, nor to 
hold regular medical staff conferences, because 
these things are bothersome, and may cost money. 
After all, they have got along very well these 
many years without them, and now there is a war 
on and no time for extras. And so patients are de- 
prived of the benefits of control of the medical and 
surgical work, of the review and analysis that 
leads to improved diagnoses and treatment, and of 
the interchange of medical knowledge that assures 
them constantly greater prospects for recovery in 
step with the advances of medical science. 


There is no law on the statutes to force hospitals 
to meet the recognized standards of service to pro- 
tect the patient as I have outlined. There is an 
unwritten law, however, that condemns isolation- 
ism as hospital policy. I think that the problems of 
the smaller hospitals in maintaining high stand- 
ards, difficult as they are, especially in wartime, 
can be solved by help from other hospitals through 
local councils, state associations, and the national 
medical and hospital organizations. Teamwork 
within the hospital and between hospitals—self- 
discipline by the hospitals themselves—is the an- 
swer to many vexing and perplexing problems. 
Wartime is a good time to arouse our uncoopera- 
tive hospitals out of their inertia, to form a united 
front against carelessness and inefficiency and in- 
competence that are making our hospital victories 
less widespread than they might be. 


Not many weeks back, in encountering some ob- 
vious examples of hospital isolationism in a state, 
I released a statement to the press which in gen- 
eral terms stated the deficiencies of that state in 
hospital bed ratios and proportion of approved hos- 


pitals. Through the general release, I hoped to 
effect a repercussion upon the particular institu- 
tions, a more direct approach not being possible 
under the circumstances. Naturally the state hos- 
pital association was concerned. They promptly 
and forcefully pledged cooperation in a statewide 
drive to raise the standards. A newly started asso- 
ciation bulletin is being used to further the cam- 
paign. I think that it, coupled with articles in the 
public press informing the people of the advantage 
to them of having their hospitals meet high stand- 
ards of service, will be successful in arousing the 
particular hospitals out of their lethargy. 


This action of the state association is wartime 
service of the greatest value, given in the finest 
spirit. It should not take a war to bring our sub- 
standard hospitals into the fold, but when we are 
at war it is a good time to mass our full strength. 
In every field today we are cooperating for greater 
efficiency in the drive to win the war. Why not in 
hospital work, even to the remotest hamlet that 
has a ten-bed hospital in which lives may be saved 
for the service of the nation? We can stimulate and 
help that hospital if we try. 


Conclusion 

In closing I leave with you the thought that in 
your state hospital association, and your local hos- 
pital council if you have one or can form one, lies 
a great resource in solving your wartime problems. 
These associations in turn cooperate with the na- 
tional organizations when larger issues are in- 
volved. Burdens grow lighter when they are 
shared. Tasks impossible to perform alone can be 
done well when we work together. Let us join 
forces to strengthen the weakest links in our hos- 
pital chain—the small hospital—for the immediate 
urgencies of effective wartime service, with the 
thought that when victory comes we shall then be 
better prepared to make the most of it for the good 
of all humanity. I think that every one of us is 
today deeply anxious to solve our war problems in 
such a way that long time benefits, holding over 
into the post-war period, will result. This is a 
grand challenge to every small hospital. 
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What the Clinical Staff May Expect of the 


Medical Social Service Department 


LLEWELLYN SALE, M.D. 


I 


HE treatment of the sick individual has under- 
1 gone many changes, has been a gradual de- 

velopment through the ages. Some of these 
changes have been improvement in underlying 
philosophy, in attitudes and, of course, in diagnosis 
and the application of therapeutic measures. These 
have been retained and have been incorporated in 
the every day practice of medicine. Some of the 
changes have been tried and found wanting. These 
were discarded and are now of interest mainly to 
the medical historian. 


II 


The physician’s attempts to be of service to 
the sick and inadequate individual have gone far 
beyond the stage of administering obnoxious 
draughts brewed from herbs and the wielding of 
the scalpel. The patient is envisaged, as a whole, 
as a unit. He is considered, however, not only as an 
isolated unit, but as a member of many groups, of 
society in the last analysis. Our present day society 
with its complexities, its speed, its competitive 
character, creates for the individual many prob- 
lems. His ability to cope with these problems, to 
make his adjustment in the face of many difficul- 
ties depends on many factors, but finally on his 
adequacy or inadequacy. There are periods in the 
life of the larger group—the community, the state, 
the nation, even the world—when the adequacy of 
the individual and of large groups of individuals 
is severely tested. In such an era we now find our- 
selves. A world at war now constitutes a milieu 
in which inadequacies thrive. The number of in- 
dividuals whose defense breaks down increases, 
the number of those who are able to assist dimin- 
ishes. 


Ill 


We are living, then, in a world in which it be- 
comes increasingly more important not to treat 
symptoms, but to treat the individual as a whole 
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“to work for his basic adjustment.” It is not sur- 
prising that early medical social service should 
have laid special emphasis on the psychiatric 
patient. This obviously maladjusted individual 
needed the support that he could get from the 
psychiatric worker. Since the beginning of med- 
ical hospital social service, in 1904, there has been 
a large growth in the medical social work field. It 
is now recognized that not only those patients 
whose difficulties are purely functional, but that 
those with organic changes need the support that 
can come from those qualified to help him under- 
stand and to try to combat the problems that come 
with personality difficulties, economic stresses, and 
the burdens of our largely urban, high speed, mer- 
cilessly competitive life. 


IV 


Medical social service at first met with consider- 
able resistance on the part of the physician. This is 
particularly true of social service to a patient 
in the hospital. Physicians have, however, within a 
comparatively short time recognized the value of 
this service to the patient and to the physician 
himself in his attempts to treat and, wherever pos- 
sible, to rehabilitate the invalid. Social service has 
taken its place wtih roentgenology, the laboratory 
and other diagnostic and therapeutic measures as 
an important adjunct in the treatment of the pa- 
tient. 


V 


The medical staff has a right to expect the med- 
ical social service workers to show an interest in 
the purely medical—scientific if you will—aspects 
of the patient, their client. This the average social 
service worker is not only willing, but eager to do. 


HOSPITALS 









an @4@ O85 Hh Mm wy = ww 05 &@ TFH@MH * HH > wd 


> =~ TH ww oe ee OR 


ai tebe 1 the ah ae Sf a ee ek ak 


—_— JS Ca” ee ae ae a a ee ee 


im tele Oe Os 

















In so far as time permits they should attend his- 
tory meetings, clinical and pathological confer- 
ences. This broadens the base of their understand- 
ing of the problems involved and strengthens the 
sense of cooperation and coresponsibility. It has 
seemed to me that joint medical and social service 
ward rounds should be made at regular intervals 
and this is done at some institutions. The fallacy 
of the oft misquoted statement that “a little learn- 
ing is a dangerous thing” is in this instance again 
exposed. The medical social worker should attend 
such meetings not only for her edification, but 
should join in the discussions and make comments 
and suggestions that come out of her studies. These 
will often be of practical aid in treatment and may 
at times help to clarify a diagnostic problem. 


VI 


It goes without saying that the medical staff ex- 
pects the social service department to make a com- 
plete social study of the patient with all that that 
implies. The pertinent data must then be assem- 
bled and from them a social diagnosis made. The 
social diagnosis, correlated with the medical diag- 
nosis, is the basis for a plan for medical social 
treatment. 


VII 


The medical staff may expect the social admit- 
ting officer to make a careful analysis of the pa- 
tient’s financial resources to determine his eligibil- 
ity for free care. This protects the hospital against 
being imposed upon and limits hospital abuse. This 
should not be the sole, nor even the most important 
aim of the admitting officer. I am convinced that 
the vast majority of people prefer to pay for med- 
ical care. Some of my friends tell me that I am 
much too gullible. The Anglo-Saxon principle that 
it is better to allow a hundred guilty men go free 
than to have one innocent man be punished—if 
applied to hospital admissions expresses my feel- 
ing in this matter. I would rather see several pa- 
tients admitted to the ward who could pay for their 
care, than to see one deserving patient denied 
access. This might sound dangerous from the ad- 
ministrator’s point of view, but my social service 
friends tell me that hospital abuse is almost neg- 
ligible. 


Social service workers, because of their training, 
are aware of the desirability of having prospective 
patients maintain their self-respect and independ- 
ence. This motive justifies a careful financial in- 
vestigation; the protection of the hospital against 
abuse should, it seems to me, to be secondary. 
Such a study involves a knowledge of the patient’s 
income as related to his obligations and respon- 
sibilities. Hospital care should not involve ex- 
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penditures which will handicap other members of 
the family and deprive them of the necessities for 
decent living. This is unfair to the members of the 
family, it is a source of worry to the already handi- 
capped and harassed sick individual, and is surely 
neither good social nor medical practice. The na- 
ture of the illness, its probable duration, the cost 
for special examination—such as x-ray, electro- 
cardiogram, basal metabolism rate determination, 
bio-chemical studies and other laboratory pro- 
cedures—must be taken into account in determin- 
ing eligibility for free or part time care. 


The prognosis, especially as to the patient’s abil- 
ity to continue at his work, is an important con- 
sideration in attempting to arrive at a conclusion 
on a wise and fair social evaluation. 


Vill 


If and when the patient is sufficiently well to 
leave the hospital the medical staff may expect the 
medical social worker to supervise and help him 
plan his further course. If he goes to another insti- 
tution she will probably have no further obliga- 
tions. If he goes home and needs further care she 
has an important function to perform. She is al- 
ready familiar with the content of his social his- 
tory, the medical diagnosis, the prognosis and post- 
hospital therapeutic needs. If the patient is per- 
manently handicapped, he and his dependents may 
need relief from a private or public agency. It may 
be important to seek new work for him that com- 
parts with his physical disability. His treatment 
may be dietetic and the social worker must at- 
tempt to see to it that this is provided within the 
limits of the family budget. If further observation 
and clinic treatment is important and the patient 
does not report, she must learn why he has not 
done so and try to have him follow instructions. 
She must, in a word, carry on in the interest of his 
medical and social welfare. This, it seems to me, 
is not the least of her responsibilities. 


IX 


I have attempted to call attention to some of the 
things that the clinical medical staff may expect 
from the medical social service department in 
their cooperative endeavor to rehabilitate the pa- 
tient. What the medical social service department 
may expect from the clinical staff is another im- 
portant subject for a discussion. Each may expect 
from the other mutual respect and cooperation. 
Each may expect an intelligent interest in the ob- 
jectives of the other and some familiarity with the 
techniques employed by the other. Each must 
make the patient’s welfare the sole beneficiary of 
his thinking and doing. Each will thus make a con- 
tribution to the sick individual and to the com- 
munity of which he is a part. 















Morale on the Hospital Front 


JAMES W. IRWIN 


ORALE is an interesting subject. It has to do 
M with morality, moral principles, teachings 
or conduct. It is a condition that is affected 

by or is dependent upon such moral or mental fac- 


tors as zeal, spirit, hope, confidence and over-all 
state of mind. 


Morale is a problem that is discussed wherever 
two or more men and women concerned with pro- 
secution of the war effort meet. It is of the utmost 
concern to industrial executives. It is a problém 
with which labor leaders have to cope. It some- 
times baffles leaders of the armed services in the 
combat zones and it is an always present problem 
in any community, which community officials and 
citizens have to face. 


Morale on the Front of Physical Welfare 


Morale means everything on the battlefront. It 
means everything on the production front. And 
it means everything on the third front—the front 
of physical welfare. It is on this front on which 
the hospitals of the land stand in their fight to pre- 
serve and restore the health of an overworked, 
overstrained populace. A populace which cannot be 
permitted to break—because if it does break, the 
vital services of supply will falter, the life lines 
to our troops and ships in eight foreign fighting 
zones will collapse, and there is serious danger that 
the war will spell tragedy for all free peoples. 


All three of these fronts are represented at the 
American Hospital Association War Conference. 
The uniforms in the convention audience symbo- 
lize the armed or fighting forces. Paul V. McNutt 
and I represent the second or production front, 
where it is his and my task, and that of our col- 
leagues dealing in civilian manpower, to see that 
there is no let-up in the meeting of ever-increasing 
demands upon our manufacturing and supply and 
service units. It is our problem to maintain and 
improve the morale of the energetic, loyal battling 
men and women in plants and offices who are 
turning out the material for the fighting men here 
and abroad. 
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Each hospital executive is an important officer 
on the third front. Each one has the current prob- 
lem of operating a hospital in a community, large 
or small, so that the ill and injured may be re- 
lieved of pain and be returned to normal civilian 
pursuits as quickly as medical science can com- 
plete the repair thrust upon it. 


An army going into battle with poor morale is 
an army dangerously close to defeat. An industrial 
army made up of workmen with poor morale is 
an army of men and women that cannot give that 
little extra something that means everything, 
whether on the battlefront or the homefront—the 
difference between adequate supplying of the 
food, clothing, medicines, equipment and ammuni- 
tion for the fighting fronts and a breakdown in 
these same supply lines, so that troops would have 
to go into battle hungry, cold, or with poor 
weapons or low supplies of ammunition. 


Morale in the community means that the com- 
munity will fight to the last ditch to maintain both 
the fighting forces and the production forces. As 
an all-important unit in community operation, 
each hospital executive has a problem which is 
going to develop rapidly as the nation’s mobiliza- 
tion proceeds. In the armed services, officers are 
trained to seek an understanding relationship with 
the men in their commands, and the steps taken 
by the Army and Navy to maintain morale are 
many and varied. Even to the point where favorite 
screen and radio stars are transported on army 
transport planes and ships thousands of miles to 
outposts in the combat zones in order to pep up 
the morale of the men who have been out there 
in the heat of battle and the discomfort of living 
in the open for weeks on end. On the industrial 
front, it has long been a custom for far-sighted 





HOSPITALS 














€ 


Ome sma A 0 


ocr ye C00 S&S Ss O,0 ®d cor WM = | 


< 














industrial managers (and most industrial manag- 
ers are far-sighted in their relationships with their 
men) to see that employees have good working 
conditions, fair hours, fair standards of compensa- 
tion and the necessary recreational or other facili- 
ties that are not normally supplied by a com- 
munity. 
Hospital Efficiency 


I am unfamiliar with hospitals, except as a pa- 
tient, but I know that hospitals are operated with 
such unobtrusive efficiency that the patient is not 
conscious of the effort that is made to see that he 
is comfortable, clean, well-fed and properly taken 
care of. But I do think that anyone who is re- 
sponsible for the management of a hospital might 
benefit by looking about him in his own commun- 
ities to see what is done by some of his manu- 
facturing friends in their contacts with their 
employees, in the possibility—or even probability 
—that he will run across ideas and techniques 
adaptable to hospital operations. 


Employment Procedure of the Hospital 


If I were a hospital superintendent charged with 
the functioning of an institution tied in so closely 
with the most ethical of all professions, the 
medical, I would start by checking my employ- 
ment procedure. 


How do you recruit your employees? Do you 
sift applicants rather thoroughly so that you ob- 
tain a staff that is alert mentally, is competent, 
and therefore basically happy, or do you take run- 
of-mine individuals as they come to your service 
door? 


Does your interviewer, or employment manager, 
have an understanding character? Does he handle 
his interviewing of applicants in such a way that 
once the applicant is hired he immediately be- 
comes an employee who remembers the fine treat- 
ment he received in the interviewing room and 
therefore starts on his new job with a favorable 
attitude toward his new employer? 


Is your new employee properly indoctrinated 
with the responsibilities that fall upon even the 
most minor of hospital service employees so that 
he enters upon his new work with the feeling that 
he is in a responsible post and is an important cog 
in an important wheel? Or is he treated as a 
lackey and mentally, if not physically, booted 
around by his supervisors, whether that supervi- 
sion be the service supervision of the hospital, or 
the professional supervision, such as the nursing 
staff? 


Are your facilities for employees—washrooms, 
lounge rooms and the like—of a type that you 
would be willing to use yourself if you were not 
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a superintendent but were a porter or a chamber- 
maid or a cook, or a scullery helper? Do you pro- 
vide proper locker facilities, proper shower and 
washroom facilities, proper eating facilities and 
proper recreational facilities for these employees 
whose hours are long and who must have some 
relief during their shifts? 


Do you watch the relationship of your wage 
policy to the wage policies of institutions of sim- 
iliar nature in your community, or those private 
industries that have employees in similar capa- 
cities in their own company hospitals or medical 
departments? 


Do you carry on a consistent training program 
among your supervisory staff which demands of 
them an understanding of good personnel practices 
and of an understanding attitude in handling of 
their subordinates? 


Do you ever seek the opinions of your lower 
bracketed employees to see what particular com- 
plaints they may have, or what factors in their 
employment they enjoy the most? 


Do you ever conduct a mental check-up while 
sitting in your own office on how well you have 
explained to your supervisory staff, and they in 
turn have explained to their subordinates, the 
reasons why unusual demands have been put upon 
the hospital facilities and personnel? 


I can recommend all of the above points individ- 
ually or as a package as items which, if looked 
into, may well amaze you with the findings that 
will come to your attention. If you have not car- 
ried on a program of this nature, it is never too 
late to start, but the sooner you start the better. 
For the shortage of manpower and womanpower 
is growing more critical day by day. 


It is no secret, after hearing Mr. McNutt, that 
men and women not subject to military call are 
going into defense plants in huge numbers. 


The “Blood-bank” of Prospective Employees 


Your own “blood bank” of prospective em- 
ployees is thinning out rapidly. You are going to 
have to recruit more aggressively. You are going 
to have to pin down some selling factors to give 
definite reasons that will enable a man and woman 
to intelligently determine whether or not his or 
her services will not be more valuable to the 
country in a hospital rather than in an ammuni- 
tion or other war equipment plan. Unless you are 
able to recruit help you are going to find yourself 
with an institution that will not function as you 
set it up to function. Much has been said about 
the rapidly growing shortage of professional em- 
ployees, such as nurses, doctors and other tech- 
nicians, but the shortage of service employees will 
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be equally as bad. This all means that with the 
thinning out of competent medical and nursing 
help and a shortage of service help you would be 
hard-pressed under normal circumstances to oper- 
ate the way you wish to operate. 


The condition becomes even more serious when 
we consider the load put upon the medical profes- 
sion and hospitals by more accidents because of 
higher outputs and more man-hours of production 
in industry; more accidents at home because of 
the mental state of the people who are worried 
about the outcome of the war, or what is happen- 
ing to some member of their respective families. 


More illness because of the effects of work stress 


or fuel and food rationing and more people in all 
classifications requiring hospitalization because 
the members of their families who normally would 
take care of them in minor illnesses or injuries, 
either are in the armed services or working in es- 
sential productive operations, and, therefore, can- 
not remain at home to take care of them. 


The Necessity of Good Employee Relationships 


It has‘always been my experience and that of 
other men concerned with progressive industrial 
relations that no employee can be a dissatisfied em- 
ployee if he is fairly paid, has good working con- 
ditions, is in good health and knows why he is 
called upon to do a certain job. 


Many employers believe they have carried out 
their responsibilities when they have provided 
good working conditions and fair compensation. 
I think good employee relationships go a long way 
beyond. If employees who are called upon to work 
overtime know that they are working overtime 
because there has been a sudden upturn in de- 
mands upon the facility in which they are em- 
ployed, they will do so good-naturedly. If they are 
told bluntly that they must work overtime or put 
in extra effort on the theory “Their’s not to reason 
why; their’s but to do and die,” then they start in 
a bad humor and become grumblers and gripers 
and do not do their jobs as well as they might. 


Whether you are head of a small institution or 
a large one, I think time and money would be well 
spent if you were to organize immediately and 
carry on regularly staff conferences with your 
supervisory organization in which the discussion 
would go far beyond the operation of a hospital 
or a laboratory and would be concerned with the 
proper handling of employees. For example, 
there are two ways to give a reprimand: A 
supervisor can tell an employee down brusquely 
and without giving a reason for the call-down, or 
he can reprimand an employee by discussing the 
fault calmly and reasonably, ending with the sug- 
gestion that if the employee had handled a certain 
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matter in such a way it would have been much 
better than the way he did handle it. Thus the 
employee goes back to his job, not mumbling to 
himself and swearing at the supervisor under his 
breath, but with the thought that the supervisor 
is honestly interested in his activity and wants to 
help him make good on the job. 


There are dozens of other little phases of em- 
ployee relations which can be brought out in such 
supervisory meetings that translated to the contact 
between supervisors and employees will do much 
to improve an already good morale, or lift a sag- 
ging or ebbing morale. 


There is a great strength in appreciation by em- 
ployees that their efforts are toward a worth while 
end; that their contributions and talents are rec- 
ognized; that their suggestions are given sym- 
pathetic consideration; that they play an impor- 
tant part in something they understand. With such 
a spirit the questions of employees’ relations 
usually are settled more easily—and turnover 
drops. Such employee attitudes do not develop or 
flourish like yeast. Much of the burden falls on 
supervisors who must have the “know how” to 
build a spirit of cooperation and enthusiasm. On 
these supervisors largely depends whether an em- 
ployee goes through the motions of his work with 
a feeling of frustration or attempts difficult tasks 
with the satisfaction of achievement. 


The Hospitals the Custodians of Vital Manpower 


Each hospital executive is not only the custodian 
of vital manpower, being restored to health in his 
hospital beds; each hospital executive is also an 
employer of manpower in his hospital staffs. It is 
as important to keep the latter working efficiently 
as it is to restore the former to health and the jobs 
awaiting them. Hospitals are doing the health re- 
storing job magnificently—a little time and effort 
will do the other job with equal efficiency and 
thereby serve a vital purpose in this all-out war 
effort to which our energies all are bent. 


And when you have carried out your program 
and reach the point where each individual em- 
ployee says his hospital is the best hospital in the 
land, his superintendent the best superintendent 
in the association, his supervisor the best super- 
visor in the hospital and he, the employee, the 
best employee in the best department, you will 
have reached your goal. For you will have morale. 
The morale that sends the bluejackets and ma- 
rines of the fleet and the doughboys of the Army 
into the fray knowing they are the best fighters 
of the world and therefore they cannot lose. 
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any war area, the present war, in its devas- 

tating vastness and in the enormity of the in- 
fluence it is exercising, is a potent factor in the 
lives and affairs of individuals and communities 
no matter where found. 

Medicine and nursing, as fields of professional 
endeavor, have always been remarkably affected 
by wars, .no doubt because of the great demands 
made upon them during the stressful times that 
wars create. The effect, as we know it at present, 
is one chiefly of diminished personnel, but it is 
characterized likewise by shortages and the un- 
availability of many supplies, because these are 
absorbed by war needs, or unobtainable because 
basic sources have been cut off. 


F = THOUGH we may seem safely removed from 


Changes in Personnel 
The curtailment of physician and nurse person- 


nel in the hospital is the one to which we are re- 


acting most forcibly at present, though we know 
that conditions can and will grow more acute. 
Doctor Parran of the United States Public Health 
Service reports' that when Pearl Harbor was at- 
tacked, there were about 176,000 physicians in the 
United States, of which 143,000 were in private 
practice. Of this number, 25,000 are with the armed 
forces at present, and when these forces reach 
their maximum strength, approximately again as 
many physicians will have been withdrawn from 
private practice. It is expected that 58,000 physi- 
cians will be the peak figure to be reached, or 
about one-third of the total available physicians 
at the beginning of the war. 

A shortage of graduate nurses was reported even 
before the war. This has been accounted for by the 
fact that not only has there been a marked in- 
crease in bed occupancies in hospitals throughout 
the country, due no doubt in large measure to the 
growing popularity of pre-payment plans for hos- 
pital costs, for which increasing numbers of gradu- 
ates on nursing staffs have been employed, but 
numerous other channels of activity have been 
developed for the nurse. She is in demand in pub- 
lic health, in office and industry, in transportation, 
in schools and colleges. It is reported that at least 
three out of every ten eligible nurses are with the 
armed forces at present. A total approximating 
20,000 nurses was serving up to July 1,? and the 
present military quotas are given as 3000 per month. 
Last spring, the nurse shortage for civilian needs 
had reached 10,000, while for public health em- 
ployment it had mounted to 3000. Which gives us 
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in rapid review the shortage in essential personnel 
with which we are faced. 
Hospital Nursing Practice 

How are we coping with the situation in the 
hospitals? Depleted staffs place responsibilities 
upon remaining personnel that are bound to tax 
them to the utmost. It is, however, gratifying to 
know that even the public is taking cognizance 
of and is sympathetic with the problem. Josephine 
Robertson, writing editorially for the Cleveland 
Plain Dealer on July 3,* makes some pertinent 
suggestions to potential patients and their friends. 

If administrators and nursing staffs have not 
yet attempted to encourage patients to put into 
effect most of the ideas embodied in these sugges- 
tions, they would probably find it exceedingly 
helpful to do so. In this direction, at least, is hos- 
pital nursing practice apparently tending today. 
The hospital should be regarded as essential only 
for the critically ill, especially if there is a pre- 
mium on hospital beds. Private duty nursing 
should be discouraged except for emergency 
needs. Food menus should be designed to satisfy 
essential body and health needs, with less regard 
for what might be considered the esthetics of food 
service and the food whims of the patient. An ef- 
fort should be made to develop constructive atti- 
tudes on the part of patients to refrain from re- 
questing personal, non-essential services from the 
nursing personnel. 


The Student Group 


With a view to ameliorating as much as possible 
the nation’s nursing needs, schools of nursing 
throughout the country have attempted to cooper- 
ate with the Federal Government, through the use 
of Federal subsidies, in recruiting larger student 
groups, since more and more dependence is of 
necessity being placed upon student groups for 
patient care. This effort is at least a partial solu- 
tion of the problem. 

While students can and do assume a large part 
of the responsibility for nursing care, nursing 
theory, however, must for them go hand in hand 


“Doctor Shortage Ahead!”’, Thomas Parran, M.D., St. Louis 
cen Magazine Section, September 20, 1942. 
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with nursing practice, must if anything be deep- 
ened, since the responsibilities implicit in patient 
care as accepted by the nursing profession today, 
present more complexities than they did a decade 
ago. Fundamental learning, therefore, must be 
sound. Nursing knowledge, both scientific and 
practical, must be accurately stored to be com- 
mandeered at will in the difficult situations. If 
complex procedures and technics, formerly re- 
garded as peculiarly the province of the physician, 
are to be taken over by the nursing staff, knowl- 
edge and skill concerning them must be commen- 
surate with their importance and complexity. In- 
struction, therefore, in what concerns essentials 
cannot be curtailed, though a critical review of 
curricular requirements in schools of nursing 
should be made to avoid repetitious instruction 
and time spent upon non-essentials. This means 
that supervision of the student group cannot be 
relaxed but must rather be augmented. Both the 
student and general duty staff, upon whom the 
major nursing duties devolve, need to be kept 
abreast both in skill and understanding with what 
is newest and best in nursing practice. Staff pro- 
grams, therefore, need also to be continued, to 
keep the place which they have with considerable 
difficulty won in nursing education. 


The Auxiliary Worker 


The present war will, no doubt, in its influence 
on nursing history, mark a departure from ac- 
cepted nursing practice in the permanent place it 
is making in the hospital for the auxiliary worker. 
As the physician relinquishes to the nurse certain 
aspects of treatment and patient care, for which 
in the past he alone assumed responsibility, a 
worker, auxiliary to the nurse, must be ready to 
assume many of the more routine tasks which had 
heretofore devolved upon her. 

With the Red Cross volunteer aides and similar 
groups we have an admirable example today not 
only of the extent and scope, but also of the effec- 
tiveness, with which nursing tasks and nursing 
routines can be delegated. The term “delegated” 
is used advisedly in the diffusion of these tasks to 
other workers, because it is not intended that 
what concerns the patient in any of the aspects of 
his care, be these environmental, personal, or 
physical, ceases to be the responsibility of the 
nurse. It means only that certain tasks can with 
safety be shared, in the nurse’s appreciation and 
concern for the complete care of the patient. 


Shortcuts and Economies in Nursing Practice 


As a group nurses may have deserved the criti- 
cism sometimes made of extravagance and waste- 
fulness in nursing practice. Theirs has been in 
many instances also the attitude of accepting un- 
questioningly procedures and technics which, 
given a little thought with underlying principles 
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well in mind, could lend themselves well to short- 
cuts for the simplification of patient care and a 
saving in time, effort, and materials. No better 
opportunity is afforded than the present, because 
of the patriotic duty that is urged in the conserva- 
tion of materials and supplies, to study accepted 
nursing procedures for intelligent shortcuts. 

The report from the University of Minnesota 
hospitals on “Simplifying Hypodermic Injections’”* 
may be cited as a case in point. The so-called 
single preparation method, analyzed in all its el- 
ements and in the steps necessary to prepare and 
administer it, is compared to what is designated 
the multiple preparation method. In the single 
preparation method the nurse carries out all of 
the steps; in the multiple methods there is a joint 
performance by the nurse, pharmacist, and sterile 
supply room. The advantages of the latter method 
over the former are recorded as yielding a 50 per 
cent reduction in the cost of drugs ordinarily used 
for hypodermic medications; a reduction of 83 per 
cent in the time required of nurses on the ward; 
a reduction of about 50 per cent of the total time 
required, including the drug room, central supply 
room and nurse’s time. Further advantages are 
pointed out in inventory costs by reason of the re- 
duced stocks which can be carried, which amounts 
to 50 per cent; and in the decrease in breakage of 
syringes, apart from sureness of technic, rapid 
sterile injections in emergencies, and increased 
teachability of the method to students and others. 


Studies might be made of the best possible uti- 
lization of available personnel to cover peak 
loads, or to level the load for an even distribution 
of the personnel. How best to dovetail the auxil- 
iary worker and the professional personnel for 
efficient patient care would lend itself also to con- 
siderable thought and experimentation. Examples 
of this kind, as evidence of administrative vision 
and planning, could no doubt be multiplied indefi- 
nitely. 

A word, however, might still be added to point 
to economies that may be effected in the use of 
materials and supplies; in the preservation and 
sterilization of rubber goods; in the reclaiming of 
paper and textiles; in the careful planning of diets; 
in the ordering and administration of drugs and 
solutions; in the handling of expensive glassware 
and equipment. 


This, we know, is an all-out war which may be 
long and bitter but a war which, as long as there 
are eternal verities to defend, must be a war of 
victory. We in hospital nursing practice are hav- 
ing our way pointed out to us, a way that will en- 
tail work and sacrifice, but a way upon which we 
have entered, God willing, to win. 





“Simplifying Hypodermic Injections,” Thelma Dodds, Lucile 
Petry, and Charles A. Koepke—-American Journal of Nursing, 


December, 1940, p. 1345. 
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The Accountant's Responsibility 


CLAYTON E. REED 


cally all the phases of hospital operation or 

administration, but before going into a discus- 
sion of these, I wish to ask the question, “Is there 
anyone who is associated with a hospital which, 
through fraud or other possible means of defalca- 
tion, lost $20,000 during the past year?” And your 
answer to this question, no doubt, is, “We never 
have any fidelity losses,” which brings up my sec- 
ond question, “How do you know you do not have 
losses of this kind?” 


In discussing responsibility it is desirable to di- 
vide the accountant’s responsibility into two major 
classifications. The first or primary part is his re- 
sponsibility to the institution or firm with which 
he is associated, and the second is his responsibility 
to “the little man inside” with whom he has to live 
both day and night, and inasmuch as his size and 
stature are somewhat indefinite, the mention of his 
existence should be enough. 


T= accountant’s responsibility covers practi- 


At this point I wish to state that the accountant’s 
responsibility, at any time, is no less or no greater 
than the responsibility placed upon the governing 
heads of any organization. 


The Primary Responsibility 


The primary responsibility of the accountant 
might be subdivided into several classifications, the 
first of which might be termed the development 
of accurate records which, when properly classi- 
fied, would show the true financial condition of the 
hospital, as well as giving a true report on the 
volume of specific work performed by this institu- 
tion during any given period. 


This responsibility does not stop with his ability 
to develop a balance sheet or profit and loss state- 
ment reflecting the dollars and cents as shown in 
the various asset and liability accounts in the gen- 
eral ledger. The major question behind these re- 
ports is, “Do the statements reflect the true condi- 
tion of the accounts?” and one could further ques- 
tion, “Were the expenses properly authorized and 
then were they purchased on a reasonable basis?” 


or “Were the charges to the institution true ex-. 


penses in the light of the type of the operation con- 
ducted by that institution?” or “Did all of the cash 
receipts go to the bank or was the corner ‘bookie’ 
a recipient of a portion of them?” The above are 
just some of the questions which the accountant 
must answer for that “little man inside.” 
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The Secondary Responsibility 


The second portion of this responsibility might 
be properly classified as the methods by which the 
transactions are recorded. There are specific ac- 
counts for which the accountant carries a greater 
responsibility, namely, cash receipts and disburse- 
ments. 

Cash Receipts and Disbursements 


Currency, checks, and negotiable papers are the 
life blood of any institution, and inasmuch as these 
are the easiest items to lose, these, therefore, are 
the most important items to control, from the 
standpoint of eliminating any possibility of fraud 
being perpetrated by the employees within the in- 
stitution. There are several important points to 
be considered in controlling the receipts and dis- 
bursements, and these ‘are: 


The character and business record of all in- 
dividuals responsible for the handling of cash 
transactions should be above reproach. 


Such receipts as well as disbursements be- 
ing handled by any one person should balance 
with a summary of their work, and, in turn, 
be cross-referenced to a specific bank deposit 
or check withdrawal, which, in turn, must be 
supported by properly authorized vouchers. 
As a further safeguard in controlling these fac- 
tors, it is advisable that all persons in the em- 
ploy of the institution should be properly cov- 
ered by a fidelity bond of sufficient amount to 
offset the greatest responsibility the individual 
might have at any one time. 


Statements and reports covering cash re- 
ceipts or disbursement transactions should, at 
all times, be compiled by some individual 
other than the one responsible for the data 
contained therein. 


It should be required that all petty cash 
slips, accounts receivable allowances or spe- 
cial discount slips, disbursement vouchers, 
payrolls, and any special journal entries 
should be approved by a responsible person in 
authority, and should never be accepted unless 
signed by someone other than a person han- 
dling or responsible for cash. 
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Accounts Receivable 


Accounts receivable have several important 
points which can not be overlooked, and the fol- 
lowing are the principal ones: 


The charges and credits as posted to the pa- 
tients’ accounts should be checked to a con- 
trol developed by some person other than the 
clerks handling the actual postings. It is pref- 
erable that this be a daily balancing function. 


All payments made on such accounts as 
have been written off to bad debts should clear 
through a responsible employee or officer of 
the institution. 


Such accounts receivable payments as are 
received through the mail, as well as any other 
funds, should be so listed as to provide a daily 
check on the clearance through their respec- 
tive cash accounts. 


As under the subject of cash, all credits 
other than payments on account should be 
properly approved by an administrative officer 
before being posted to their respective ac- 
counts. 


Inventory 


The inventory of any institution is one of the 
largest dollar accounts appearing in the balance 
sheet, and should demand the very close control 
and scrutiny of the administrative officers of the 
institution. 


Each store room requisition, after being filled, 
and upon delivery of the material to the depart- 
ment requesting it, should be checked in detail, 
and then properly signed by the department head 
or some other responsible person working in the 
department to which the materials are being de- 
livered. 


All material received from suppliers should be 
properly weighed or counted, and checked against 
the delivery tickets as well as duplicate copies of 
the purchase order as to quantity and description, 
and any variances discovered should be so noted in 
order to provide the accounting department with 
the proper basis of adjustment with the creditors. 


Store room items, as well as material receipts, 
should be periodically checked by responsible in- 
dividuals other than those employed in the han- 
dling of the store room. 


The above paragraphs point out the possible 
places in which fraud might be discovered, and are 
those to which a public accountant would give the 
greatest amount of attention in making a detailed 
check, in the attempt to discover any possible 
fraud or collusion among the employees. 
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Eliminating Losses Through Separate Control 


It has been brought to light, time after time, that 
one of the best possible means of controlling any 
function of a hospital or any other institution is 
where a separate control is developed by someone 
other than the individuals doing the detail work. 
If the practice is carried out, it will eliminate the 
possibility of such losses as are shown, for in- 
stance, in the case of the pay roll clerk who made 
up more checks than were employees listed on the 
payroll, and who was able to have these checks 
signed by the administrator, inasmuch as his years 
of service lulled the administrative officer of the 
hospital into a sense of complete trust and se- 
curity, and then there is the store room clerk who 
collaborated with the employee keeping the stores 
records in systematically looting the hospital of 
salable material. 


The possibility of making a savings must be one 
of the foremost thoughts in the accountant’s mind 
at all times, and any loss sustained by the institu- 
tion caused by a lack of knowledge pertaining to 
any particular phase of the operation in his hos- 
pital is no excuse. It has been noted that, in several 
instances, the municipal code of the cities in which 
various hospitals are located provided the hospi- 
tals with the means of eliminating the expense to 
the institution of the inspection fees of elevators, 
electrical systems, ventilating and air conditioning 
systems, as well as for the actual water consumed 
by these charitable institutions. 

The accountant’s responsibility is great, regard- 
less of the organization or institution with which 
he may be associated, but in order to assume prop- 
erly this responsibility and to carry out the duties 
required of him, it is necessary that he have the 
complete confidence and understanding of the ad- 
ministrative heads, as well as the governing board 
of the hospital, and only when the accountant is in 
this position can he properly function. 


Accounting Policies and Systems 


In many instances it has been shown that the ad- 
ministrative heads of the hospital, as well as the 
individual members of the board, having had no 
specific education or experience in the line of ac- 
counting, will attempt to dictate policies pertain- 
ing to accounting and systems functions without 
first counseling with the accounting officer. The 
latter, because of his years of experience and spe- 
cific training, would be in a much better position 
to suggest methods and definite functions, but he is 
forced, because of position, to accept and install 
improper accounting systems. Only when the ad- 
ministrative heads of any organization learn to ac- 
cept the accountant as a member of their council 
will the accountant’s responsibility become what it 
should be. 
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Machine Accounting Promotes 
Better Administration 





SYLVESTER ELLIS PIERCE 


tors for any length of time soon realizes 

their great responsibilities to humanity. 
There is, undoubtedly a large measure of satisfac- 
tion in being able to relieve suffering and to pro- 
mote better health. The care and comfort of the 
patient should, of course, take priority over all 
other matters. Next in importance should be the 
living and working conditions of hospital employ- 
ees. Providing good care for patients and good 
working conditions for employees does not, how- 
ever, relievc the director of the responsibility to 
serve the nt at the lowest cost consistent with 
the quality of the service rendered. High service 
costs work a hardship on almost all patients and 
too often hinder the making of laboratory and 
other tests necessary for correct diagnosis. 


The Office—A New Source of Profit 


Before speaking of the advantages of machine 
accounting as it applies to hospitals, it appears 
appropriate to outline briefly the factors which 
have necessitated revolutionary changes in ac- 
counting systems in various lines of business. Dur- 
ing the last twenty years, and especially during 
the last decade, the rising cost of doing business 
has forced management to look to the office for 
new sources of profit. Executives came to realize 
that records were the “eyes of business,” that 
quick information, up-to-date reports, and accu- 
rate cos.s were required. They realized that with- 
out adequate information at the right time and in 
the right form, it would be increasingly difficult 
to operate a business profitably. 


A NYONE who associates with hospital direc- 


By applying to office production, tested and 
proved principles of factory management, effi- 
ciency in the office has been increased to a point 
comparable to that of the modern factory. The 
office economies which have resulted in many 
cases alone justified the changes. Greater savings, 
however, have been made in manufacturing de- 
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partments by reason of better control through the 
media of comprehensive reports. 


The importance of mechanizing the office has 
never been more clearly demonstrated than in the 
fight to win this war. According to an estimate 
made by the Federal Reserve Board last July, 
nearly one half of the nation’s factory output was 
war material. Industries everywhere were gearing 
their factories for more speed. These new condi- 
tions brought about an immediate increase in 
record keeping, the like of which we have never 
known. Not only did accounting problems reach 
unprecedented levels, but also many more records 
and reports were required for coordination and 
control. 


Thus, during our lifetime, by force of circum- 
stances, we have witnessed the gradual upgrading 
of the office to a new level of importance with 
those in charge endowed with considerable execu- 
tive responsibility. 


Seeing the Hospital Through the Eyes of 
the Layman 


Hospital directors have always placed first em- 
phasis upon service to the patient. That is to be 
expected since the main job is to restore the pa- 
tient’s health. To accomplish this, the best avail- 
able tools, equipment, and scientific apparatus are 
used. Buildings are planned, constructed, and 
equipped to facilitate the most efficient service 
possible. New methods in the practice of medicine 
and new techniques in surgery are being con- 
stantly introduced by skillful, well-trained physi- 
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cians and surgeons. Research goes on without 
interruption. Libraries, stocked with the best 
books on medical and surgical science, are found 
in nearly every hospital. Nursing has been raised 
to higher levels of efficiency—the result of a con- 
tinuous educational program. But what about the 
office? Do we find the same conditions existing 
there? Are workers carefully selected because of 
special skills? Is study encouraged? Is anything 
done to arouse interest in new ideas? Are files 
and other office equipment of the right type pro- 
vided? 

A few hospitals may have modern offices, but it 
has been the observation of accountants and sys- 
tems engineers, that, as a general rule, hospital 
administrators have concentrated almost their 
entire attention on the professional care of pa- 
tients and have neglected the office and business 
management. Prevailing costs, in many instances, 
are unquestionably high and financial control is 
inadequately administered. 


The Office Is in the Spotlight 


The growing demand for hospitalization brought 
about by hospital insurance and a vastly greater 
health-conscious and hospital-conscious public, the 
shortage of nurses and doctors occasioned by the 
war, and the rising cost of doing business have 
placed many hospitals in a critical situation. If 


economy of operation is to be attained, steps must 
be taken to eliminate inefficiencies. 


Incompetent employees, antiquated accounting 
methods, lax collection methods, over-buying, care- 
lessness, dishonesty, errors, neglect, and many 
other factors cause losses which consume the hos- 
pital’s income. These bring about higher operating 
costs, lower wages and deficits, which ultimately 
result in dissatisfaction among patients, employees 
and the public. 


Every thousand dollars saved through better 
control is equivalent to the income from a $25,000 
endowment fund yielding 4 per cent. Let me re- 
peat—every thousand dollars saved through better 
control is equivalent to the income from a $25,000 
endowment fund yielding 4 per cent. Professor 
Willard J. Graham, of the University of Chicago 
—an authority on mechanical accounting methods 
—once said, 


“You can’t make profits in the accounting 
department, but you can lose them there. Im- 
provements in routines and procedures, scien- 
tifically designed forms and records, a better 
selection and application of machines and 
other equipment, and a properly selected, 
well-trained, well-paid, and well-managed 
personnel—that is the whole story.” 


Last June, the director of one of our great mid- 
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western institutions was publicly censured for 
maladministration. Irregularities in operation, 
with an estimated cost to the taxpayers of hun- 


‘dreds of thousands of dollars, were found. Free 


service given to patients who were financially able 
to pay, insufficient check on expenditures, waste of 
equipment, inadequate inventory control, over- 
staffing, extravagance in buying—these were some 
of the charges. 


The governing body of the hospital and the phy- 
sicians supported the accused director, pointing 
out that qualified personnel and tools were lacking 
prior to the time when he assumed responsibility. 
It was vigorously emphasized that the hospital’s 
standards had been raised. Such evidence is note- 
worthy and reflects credit upon the administra- 
tion, but it furnishes no proof whatsoever of effi- 
cient business management. Any director who 
improves medical standards deserves commenda- 
tion, but his responsibility does not end there; it 
does not end until the hospital’s financial and busi- 
ness standards are on an equal footing with the 
medical standards. 


Adverse publicity such as that just cited is not 
only injurious to the institution under attack, but 
it is also detrimental to all hospitals irrespective 
of size, because it undermines personnel morale, 
places all hospitals under suspicion, and breaks 
down public faith. 


Objectives of Budgetary Accounting 


One of the requirements of efficient administra- 
tion is the planning for revenues and expenditures 
by means of the budget. Briefly stated, the prin- 
cipal objectives of budgetary accounting are: 


1 To estimate, in advance, the sum required 
to operate and maintain the institution and 
to retire its outstanding debts. 


2 To ascertain the smount of revenue which 
will be available for meeting the require- 
ments. 


3 To appropriate the estimated expenditures 
to specific functions and objects. 


4 To limit actual expenditures to the amounts 
appropriated. 


Any budgetary system adopted by a hospital 
should be sufficiently flexible so that it can be 
adjusted according to the demand for the services 
of the institution. 


Accurate Costs Necessary 


Limiting expenditures to income by means of a 
budget, important as it is, will not provide a yard- 
stick for measuring efficiency of performance. 
Certainly it will not throw the “spot light” either 
on wasted labor or wasted materials. Accurate 
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cost keeping is the only means available which 
will furnish such control. An effective cost system 
should enable management— 


1 To determine whether, under existing con- 
ditions, work is being done economically. 


2 To determine the efficiency of labor and 
plant. 


3 To forecast intelligently the ultimate cost 
of a job. 


4 To compare periodically the various ele- 
ments of cost of similar jobs and where 
differences arise, to obtain such data as will 
reveal the cause of such differences. 


5 To obtian sufficient and reliable data on 
completed work for use in preparing job 
estimates. 


6 To awaken a spirit of competition among 
the heads of different working groups. 


Bookkeeping systems found in hospitals, for the 
most part, make no provision for determining 
costs. Finding the average cost to maintain an 
employee, for example, is impossible. Personnel 
maintenance is just as much a part of payroll cost 
as the portion paid in cash and should be recorded 
as wages. If personnel maintenance costs are un- 
known, there can be no way of determining ac- 
curately a fair wage for the employee who receives 
part cash and part maintenance as contrasted with 
one who receives all cash for his services. 


Intelligent rate fixing is another reason for 
knowing costs. If the average cost of an x-ray, 
or of a laboratory examination, or of an out- 
patient visit, or of an operation, or of bed, board 
and routine service is unknown, how then can 
equitable charges be established? There is only 
one answer; without a knowledge of costs, charges 
cannot be set with fairness either to the patient 
or to the hospital. Charles F. Kettering, vice-presi- 
dent in charge of Research, of the General Motors 
Corporation has said, “It is not what we know that 
is so important; it is what we do not know.” 


Hospitals Must Be More Accounting-Minded 


No one can foresee how far-reaching the effects 
of the war will be upon society, either from the 
health or economic standpoint. New governmental 
regulations, which will affect hospital administra- 
tion, may be expected. Therefore, hospitals of the 
future must be more accounting-minded. Directors 
must have more facts and figures at their finger 
tips. Offices must be streamlined. Unnecessary 
paper work must be eliminated. Labor hours must 
be conserved. Direct, straight-to-the-answer ac- 
counting methods and procedures are now im- 
perative. 


January 1943 


Business Machines a Basic Requirement of 
Today’s Office 


Mechanization is a fundamental requisite of 
present day accounting systems. Contrary to some 
beliefs, it is not limited to large institutions. The 
decision to mechanize should not be influenced 
either by the size of the hospital or its financial 
position. More informative records, savings and 
better administration are the deciding factors. 


Machines are available which will handle al- 
most any accounting problem. There are highly 
automatic machines for the larger jobs; less auto- 
matic machines for the smaller tasks. Some are 
specially constructed to do only one particular 
phase of the accounting; others are designed to 
handle many different kinds of work. 


For the smaller office, a machine can be obtained 
at a price slightly higher than that of an adding 
machine, which will record and distribute each 
day the services performed for patients. It will 
also record and distribute purchases, record cash 
receipts and disbursements, and post to the ac- 
counts receivable, accounts payable, stores, and . 
general ledgers. Wherever figures are recorded di- 
rect to the final record with a computing machine, 
a reduction in figure handling results. Such a ma- 
chine, when not employed for record keeping, can 
be used for miscellaneous adding and subtracting 
work. 


For the larger office, machines are available 
which post, prove and journalize the patients’ ac- 
counts and distribute the services in one operation; 
machines which price and extend requisitions, and 
post, prove and journalize the stores ledger in one 
operation; machines which compute employees’ 
earnings and print the results directly on the clock 
cards; machines which write payroll checks, post 
the employees’ earnings records, and create, as by- 
products, the payroll and statements of employees’ 
earnings. 


These are just a few of the many possible ways 
of conserving clerical hours for other work. 


What of the Results? 


From my personal experience, let me give you 
an example of what one hospital has accomplished 
with the aid of machines. In 1938 this hospital re- 
vamped its entire accounting and office procedure. 
A capable person was employed and a machine 
was purchased to handle all of the general ac- 
counting—accounts payable, payroll records, cash 
receipts and disbursements, investment accounts, 
the general ledger, and the financial report. In 
designing the system, many accounts were added 
to the general and expense ledgers to provide an 
adequate breakdown of the revenue and expense 
in thirty-nine departments. This increased consid- 
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erably the amount of work, but the additional in- 
formaton was essential to intelligent management. 


Prior to the installation, no standards had been 
established as to the type of items each account 
should contain, and no particular effort was made 
to be consistent in the distribution either of in- 
come or expense. The books were never currently 
balanced. Reports were submitted on a quarterly 
basis, and, as a general rule, were 90 days late— 
too late to be of much value. Reports could not be 
prepared in sufficient detail because there were 
not enough accounts to analyze properly the rev- 
enue and expense. The inconsistent method of 
allocating income and expense resulted in mean- 
ingless reports. Losses could not be located from 
the information submitted; therefore, they could 
not be corrected. Since the installation of the new 
system, the general books are balanced soon after 
the month-end, and comprehensive, comparative 
reports are prepared in about one-third the time 
previously required. 


A centralized plan of handling collections in the 
out-patient department of this same hospital was 
adopted and within a month collections for that 
department were nearly doubled. The increase in 
collections during that first month more than paid 
for the investment in a cash receipting and dis- 
tribution machine which was needed for the new 
system. Within a year, collections tripled. Statis- 
tical information as to the number of free, part- 
pay, and full-pay patients, including a correspond- 
ing breakdown of the revenue from twenty-one 
clinics, was made available to the management. 


Last June in-patient accounts were mechanized 
and two well-trained persons were employed to 
operate the system. Within a period of two months 
collections jumped 20 per cent; within three 
months they had risen 50 per cent. By using the 
record for the third month as a measuring stick, 
it has been estimated that the annual increase in 
collections will reach $50,000. 


The benefits gained by the reorganization of the 
accounting methods of this one institution should 
be sufficient to convince the directors of other hos- 
pitals that the efforts necessary to improve busi- 
ness management pay big dividends. 


Questionnaires, on the advantages of machine 
accounting, returned by hospitals, large and small, 
located in all sections of the United States and 
Canada, bear testimony equally as good. Such ex- 
periences should leave no doubt as to the value 
of office machines and efficient office personnel. 


Clear-Thinking Leaders Needed 


In thinking of hospitals and their accounting 
problems, I am reminded of an illustration used 
last June in the baccalaureate address to the 
seniors of Ohio Wesleyan University. The speaker, 
Dr. Ralph W. Sockman, to emphasize a point in his 
address entitled “The Road Leads On” said, 


“In certain moods I enjoy walking through the 
crooked streets of Greenwich Village and the 
other sections of old New York. Those ram- 
bling lanes were laid on the lines of least resist- 
ance. They were quite adequate for the traffic 
of New York when it was a village. The day 
came, however, when New York awoke to the 
fact that she was destined to be a great city. 
Then she projected her avenues and streets 
with that straightness which is so well known 
to every resident. And when the motor era 
grew apace, New York built those magnificent 
parkways and approaches which have re- 
placed the winding roads of Westchester and 
New Jersey. In the life of our city we have 
seen crooked thinks made straight by a sense 
of enlarging destiny.” 


As with a city, so it is with the hospital office. 
It cannot carry the traffic of today in the crooked 
lanes of an old system, except at great cost. Hos- 
pital management needs leaders who will re-vital- 
ize the office. It needs leaders who will cut through 
the meshwork of office routine by introducing di- 
rect cost-reducing methods and procedures. It 
needs leaders who know what information is es- 
sential for the control of costs, how it can be ob- 
tained and how it should be used. It needs leaders 
with courage to discard the “old” and take on the 
“new.” 

Efficient personnel, a modern system, and time- 
saving equipment are indispensable elements of 
good business management. 
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American Hospital Supply Corporation Purchases New Home 


The American Hospital Supply Corporation, Chi- 
cago, one of the leading business concerns furnish- 
ing supplies and equipment to hospitals has pur- 
chased a four-story building located in Evanston, 
Illinois. The tremendous expansion of the American 
Hospital Supply Corporation during the past three 
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years made this purchase a necessity. Upon ex- 
piration of the present lease in the Merchandise 
Mart, the American Hospital Supply Corporation 
will occupy the entire building containing approx- 
imately 65,000 square feet of floor area. Foster G. 
McGaw is president of this Corporation. 
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Payment by Local Authorities for Care of 





Indigent Patients in General Hospitals 


MARSHALL L. PICKENS 


to public funds provided by local county and 

city governmental authorities (excluding state 
and federal funds); (2) to funds used by general 
hospitals only (excluding special hospitals, tuber- 
culosis, etc.) ; and (3) to payments to hospitals for 
operating purposes, that is, only those funds used 
directly for the care of patients, and not funds 
for capital purposes, building and equipment, etc. 


Te: DISCUSSION is limited in three ways: (1) 


Federal Acceptation of the Principle 


Going outside the limitations of the subject, we 
find that the principle of the use of tax funds for 
the hospitalization of persons who are public re- 
sponsibilities has been accepted in the United 
States since the beginning of the republic. In prac- 
tice, the principle has perhaps been more widely 
developed in European countries, certainly at least 
until the last decade. We also learn that the first 
hospital established in the territory of the United 
States in 1663 was for the care of sick soldiers, a 
direct responsibility of government. “Old Block- 
ley,” established in Philadelphia in 1732, which 
later became the Philadelphia General Hospital, 
was in the beginning a public institution for the 
care of the sick poor. Bellevue Hospital in New 
York City, established in 1736, was originally 
known as the New York Public Work House for 
the care of the sick poor. 


Federal hospitals date from the passage of the 
United States Marine Hospital Service Act in 1798. 
Two marine hospitals owned and operated by the 
Federal Government were opened in 1802 under 
the terms of this act, one in Boston and one in 
Norfolk. The early American hospital was devel- 
oped under local and national governmental aus- 
pices with the use of tax funds, primarily for the 
care of the sick poor and the care of sick soldiers 
and sailors. 


The Legal Authority for the Use of Tax Funds 
The legal authority for the use of tax funds for 
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such purposes is found in Section 1, Article VIII, 
of the Constitution of the United States, known 
as the “General Welfare Clause,” under which 
Congress has the power to “provide for the com- 
mon defense and general welfare of the United 
States.” By the same token, the various states and 
local governments have provided legal means for 
the use of tax funds for the care of the needy and 
for the care of the sick poor. 


There is, therefore, no question historically or 
legally as to the use of public funds for the care 
of those sick persons for whom the governmental 
authorities are responsible, but there are a number 
of questions with regard to the acceptance of this 
responsibility by governmental authorities and of 
the methods used in the distribution of tax funds 
to hospitals. There are difficulties in obtaining uni- 
formity in method of application because of dif- 
ferent local laws, and no satisfactory definition of 
indigency has been designed to cover the hundreds 
of types of cases which come to hospitals for care, 
many of which are border-line cases with respect 
to the responsibility of the government for their 
care. The definition of who is eligible and who is 
not eligible for free hospital care is a matter of 
concern of the local hospital and local govern- 
mental authorities according to the local ordin- 
ances and laws. 


The Magnitude of the Problem 


When one considers the magnitude of this prob- 
lem—it involves 20 per cent of the population of 
the country, those who need care; more than 6000 
hospitals that provide hospitalization; thousands 
of clinics; the political groups and local laws in 
more than 3000 counties and cities; thousands of 
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physicians; welfare workers; 48 state welfare de- 
partments, and many departments of the Federal 
Government—one immediately realizes that it will 
take an unusually strong coordinating body to 
bring organization and policy out of what now 
exists. 


General Policies Approved by the Joint Committee 
of the American Hospital Association and the 
American Public Welfare Association 


The Joint Committee of the American Hospital 
Association and the American Public Welfare As- 
sociation published an exhaustive and constructive 
report in 1938 entitled “Hospital Care of the 
Needy,” in which certain general policies were 
submitted as a guide to local hospital authorities 
and local governmental authorities in working out 
a satisfactory arrangement for the care of the 
indigent ill in nongovernmental hospitals and paid 
for from local tax funds. This Committee defined 
indigency in the following terms: 


“medical care is ordinarily provided for people 
who are unable to pay for such care at mini- 
mum rates without depriving themselves or 
their families of the basic necessities consist- 
ent with health and decency, and whose legal- 
ly responsible relatives are likewise unable to 
pay for such care.” 


Other general policies submitted in this Commit- 
tee report are as follows: 


1 Hospitals receiving public assistance should 
maintain certain minimum standards. 


2 Payments by governmental authorities should 
be made on the basis of service rendered at fixed 
rates and not on a lump sum or subsidy basis. 


3 Determination of medical need should be a 
medical responsibility. 


4 Determination of eligibility for care at public 
expense should be the responsibility of the gov- 
ernmental agency which authorizes the expendi- 
ture. 


5 In communities with more than one hospital, 
the hospitals should deal with the public author- 
ities on a cooperative basis rather than on a com- 
petitive basis. 


The New York State System 


New York State probably has as good a system 
as any state in providing for the indigent ill, with 
indigency defined in the welfare law, but accord- 
ing to Mr. Everett W. Jones, former director of 
Albany Hospital, there are many weaknesses in 
this system. The New York welfare law defines 
medical indigency as follows: 


“The welfare district shall be responsible for 
providing necessary medical care for all per- 
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sons under its care and for such other persons 
otherwise able to maintain themselves who 
are unable to secure necessary medical care. 
Such care may be given in dispensaries, hos- 
pitals, persons’ homes, or other suitable place.” 


Mr. Jones says further with regard to the applica- 
tion of this law: 


“This gives an acceptable but indefinite defini- 
tion of a medical indigent and its indefinite- 
ness is the beginning of many of the troubles 
in its administration. As a result of a carefully 
drawn up questionnaire given state-wide dis- 
tribution, the principal difficulties are as fol- 
lows: (1) difficulty of getting the welfare 
officer to make a decision within a reasonable 
time, a week or ten days; (2) difficulty in se- 
curing payment within a reasonable time, 60- 
90 days, after welfare officer has accepted 
responsibility; (3) official refusing to render 
a decision unless some responsible member of 
the family comes to his office to make applica- 
tion; (4) failure of official to recognize the dif- 
ference between public indigent and medical 
indigent; (5) difficulty due to 48-hour report- 
ing or other features of the law; (6) differ- 
ences of opinion as to yardstick or criteria to 
use in determining medical indigency; (7) 
failure of welfare officer to secure proper med- 
ical advice or to follow such advice if given 
by a doctor.” 


We have quoted Mr. Jones in order to show 
what the situation is in a state with a very fine 
and efficient public welfare department and the 
difficulties that are encountered in this state in the 
application of a law of this kind. One may imagine 
the disorganized situation that exists in the 2000 
or more rural counties in the United States, many 
without welfare departments. 


North and South Carolina System 


In North Carolina and South Carolina there are, 
generally speaking, about as many different plans 
for the care of indigent patients as there are coun- 
ties, and there are 146 counties in these two states. 
Let us briefly review the situation in the Carolinas. 


A spot check was made of five counties in North 
Carolina containing nine hospitals and five coun- 
ties in South Carolina containing ten hospitals. 
These hospitals were requested to give us informa- 
tion with regard to the 1941 receipts for operating 
purposes from public funds. The nine North Caro- 
lina hospitals received funds from 25 county gov- 
ernments. Twenty-one counties paid a per diem 
rate and only four paid on a lump sum basis. The 
highest per diem rate paid was $3.00 and the low- 
est $2.00. The ten South Carolina hospitals re- 
ceived funds from 18 counties, fourteen paying on 
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a per diem basis and four on a lump sum basis. 
The highest per diem rate was $2.50 plus extras 
and the lowest was $1.16 plus extras. It was re- 
vealed that one South Carolina county had four 
different methods of payment. To one hospital the 
payments were made on a basis of $2.50 per day 
plus extras, to a second hospital the rate was $2.00 
per day, to a third hospital $15.00 a week, and toa 
fourth hospital $1.66 per day plus extras. Inci- 
dentally, in this county, with 24,000 population, 
there is no hospital and the service for indigents 
is purchased at hospitals in adjoining counties by 
the county government. 


This is the general practice in the rural counties 
in North Carolina and South Carolina without 
hospital facilities. The pay patients have to go else- 
where for hospitalization and the charity patients 
are sent. The governing authorities in counties 
without hospitals, in most instances, find this to 
be a cheaper method of providing hospitalization 
for charity cases than the operation of a local hos- 
pital. There is no capital investment in a hospital 
plant, no problems of operation, and the neighbor- 
ing hospitals are paid at a rate which is less than 
the actual cost of care. 


In one urban county in North Carolina having 
three general hospitals with a total of 767 beds, 
there has been organized a very acceptable system 
for the payment of the care of indigent patients 
by the county and city governmental authorities. 
This plan incorporates the general policies estab- 
lished by the Joint Committee of the American 
Hospital Association and the American Public 
Welfare Association. 


The arrangement is based on an oral agreement 
with the three hospitals by which the hospitals 
accept $2.70 per day for most patients and $3.70 
per day for obstetrical patients for delivery. Pa- 
tients paid for by the county and city government 
must be approved by the county and city director 
of hospitalization after investigation. Requests for 
hospitalization must originate at one of the hos- 
pitals after an examination in which it is deter- 
mined that hospitalization is necessary. If the 
patient needs hospitalization, the patient or a rela- 
tive is referred by the hospital authorities to the 
director of hospitalization, who either approves or 
disapproves the admission. In emergency cases, 
the patient is admitted and a referral is then sent 
to the director of hospitalization for his investiga- 
tion and decision. 


This system has been in use for several years and 
has been automatically renewed each year simply 
by no objections being raised. Possibly the only 
objection that might be raised is that the per diem 
rate is too low. This county formerly used the 
lump sum method of payment, but the hospital 
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authorities find the per diem payment to be the 
more equitable method, the county and city paying 
a fixed rate for service rendered. This plan has two 
distinct advantages, (1) the need for hospitaliza- 
tion is decided by qualified medical personnel rep- 
resenting the hospital and not by a political rep-. 
resentative of the county and city governments— 
the control of admissions is within the hospital; 
and (2) the office of director of hospitalization 
establishes a centralized control over the pay- 
ments for needed hospitalization with a uniform 
system of investigation of need. The matter is not 
referred from one department to another in the 
city and county governments but is handled di- 
rectly and quickly by the officer appointed solely 
for this purpose. I am told that in many cases the 
director of hospitalization is able to recover funds 
from patients who are authorized for free hos- 
pitalization, but who are able to repay part or all 
of the account over a period of months. 


The Work of the Duke Endowment 


The Duke Endowment began its work with the 
hospitals in North Carolina and South Carolina in 
1925, and accurate records of the work of assisted 
hospitals are available on an annual basis since 
that year. 


Eighty general hospitals with 4530 beds were 
assisted by The Duke Endowment in 1930. These 
hospitals received county and city funds amount- 
ing to $529,370, an average of $117 per bed. Free 
days totaled 372,137 in that year. The free days of 
part-pay patients are excluded in these calcula- 
tions, in that governmental authorities do not, as 
a rule, pay on part-pay cases. The county and city 
contribution averaged $1.42 for each free day. The 
average cost per patient per day in 1930 was $3.93, 
leaving a deficit of $2.51 per free day, of which 
amount $1.00 was recovered from The Duke En- 
dowment and the remaining deficit per free day 
of $1.51 was earned from pay patients or received 
from other sources. 


In 1941 the number of assisted general hospitals 
had increased to 128, with 9361 beds. County and 
city governments in North Carolina and South 
Carolina contributed $1,132,387 to these hospitals, 
an average of $120.97 per bed for the year. Free 
days of care numbered 547,252 and the county and 
city contributions averaged $2.07 per free day. The 
average cost per patient day in 1941 was $4.11, 
leaving an average deficit of $2.04 per free day, 
which was recovered by the $1.00 per day contri- 
bution from The Duke Endowment and $1.04 per 
free day contribution from other sources. Counties 
and cities paid 51 per cent of the cost of each free 
day in 1941. In 1930, county and city funds pro- 
vided 36.1 per cent of the cost of each free day. 
Free days reported in 1941 at assisted hospitals 
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were 47 per cent greater than the number report- 
ed by assisted hospitals in 1930, while funds from 
county and city governments were 113 per cent 
greater in 1941 than in 1930. 


The Trend in the Future 


This trend in increased contributions from 
county and city governments for care of patients 
in general hospitals will in all probability continue 
in the next few years, primarily from necessity. 
That part of the cost of free service that is now 
being absorbed by the hospitals through earnings 
and contributions from sources other than tax 
funds will have to be carried more and more by 
public funds. There are now indications of this 
fact in the experience of hospitals. Some of these 
factors that are now appearing are (1) reduced 
individual or voluntary contributions (higher tax 
rates, reducing the number of large givers), (2) 
increased cost of operation (salaries, supplies, 
etc.), (3) increased use of Blue Cross plans, mem- 
bers of which, in many instances, pay less than the 
established rates (many middle income group pa- 
tients who formerly paid full charges to hospitals 
now use Blue Cross plans and pay less than the 
full charges), (4) pressure groups (certain state 
and federal agencies) that insist that hospitals care 
for their clients at less than regular charges and 
in many instances at less than cost, (5) Workmen’s 
Compensation cases, where the Industrial Com- 
missions refuse to pay regular rates. In North 
Carolina this practice is causing the hospitals seri- 
ous concern because of the loss of revenue on 
service already rendered. The arbitrary cutting of 
bills rendered by hospitals by the Commission 
without consideration of the hospital may eventu- 
ally cause all the hospitals in North Carolina to 
refuse to take these patients, or the hospitals will 
require the employer or the patient to pay the 
difference between what the Commission pays 
and the regular rates, if such is allowable under 
the present law. At the present time this loss of 
revenue has to be made up from other sources. 


A Texas Hospital’s Experience 


All of these factors indicate that the general hos- 
pitals will have to depend more and more upon 
tax funds to replace lost revenue. The recent ex- 
perience of a Texas hospital indicates to what ex- 
tremes hospitals may have to go at times to con- 
vince the politicians that they mean business when 
they ask for support for the care of persons who 
are responsibilities of governments. I wonder if 
this incident, in which the trustees of the hospital 
ran a full-page ad in the local newspaper request- 
ing public funds for the care of indigent patients 
and presenting the hospital’s case to the com- 
munity, is not a forerunner of what we may ex- 
pect in other communities in the future as this 
situation gets worse and worse. Where public offi- 
cials refuse to cooperate in the support of the hos- 
pital, the hospital will find it expedient to use 
drastic methods in securing this support. 


Summary 


To summarize, especially in the Carolinas, that 
counties and cities provide a reasonable amount of 
support for general hospitals, particularly for the 
care of cases that are direct responsibilities of 
these governmental units, but this support is not 
yet enough to pay the hospitals the cost of the care 
of such patients, the methods of payment are hap- 
hazard, and there is no central system of control. 
Where the hospitals have cooperated and have fol- 
lowed the suggestions made by the Joint Commit- 
tee of the American Hospital Association and the 
American Public Welfare Association, a satisfac- 
tory plan has evolved. A majority of the local gov- 
ernments in the Carolinas are now paying hospi- 
tals on the basis of service rendered. The hospitals 
still find it necessary to earn or beg to make up the 
deficit on free patients. Should not these govern- 
mental units pay at least the full cost of the care 
of patients for which these governmental units 
have accepted responsibility, without burdening 
the hospitals with the task of providing additional 
funds to make up the deficit on such cases? 





L. C. Austin Commissioned in the Army 


L. C. Austin, superintendent of Menorah Hos- 
pital, Kansas City, Missouri, and formerly super- 
intendent of the Columbia Hospital, Milwaukee, 
Wisconsin, has been commissioned a Captain in the 
Medical Administrative Corps of the United States 
Army, and will report for duty at an early date. 
Mr. Austin is past-president of the Mid-West Hos- 
pital Association and one of the prominent men in 
the hospital administrative field. 
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List of Used Equipment Available 


HOSPITALS will run, without charge, any no- 
tice of available used equipment submitted by a 
member hospital. 


The Monomouth Memorial Hospital, Long 
Branch, New Jersey, has on hand an International 
centrifuge; No. 02188, condition fair, repair parts 
can be obtained except motor which is in useable 
condition and can be kept running. 
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Price Trend of Hospital Commodities 


McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Puchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Dec. Dec. 

1935 1936 
AEE. CONEMODFEPESE © oicccnoocckciececncacecssecdantons 73.8 80.3 
PETERURSURN AD ao czy.52 SO ian te As pal et eagsats 71.2 77.5 
PTT) 0) SE ee 68.7 79.9 
NRO 8s SD 5 hr) ee Le 84.3 85.4 
MacCtory PINDlOVMERt ...2.cc...0.ceccccccceccsceckeenczs acense 9 sawte 
TEES SUG 30 CNL) | C2 RE ae Nee egy <A 
Wholesale Grocery Index? ...........0000002.0000....... 86.0 89.8 
OAL OF RU ooo set eta 98.8 99.8 


1McGill Index 

*Bureau of Labor 

3National American Wholesale Grocers’ Asso’n 
*Estimated 


pitals in reaching important conclusions from 

the standpoint of formulating a practical 
budget. The tabulation shows the 1941 actual aver- 
age or total, the 1942 estimate, and the prospective 
1943 figure for nineteen individual economic phas- 
es, each of which has considerable barometric 
importance: 


Te sTtupy below should prove of value to hos- 


Per cent 
1943 
Above or 
* 1942 1943 Below 
INDICATORS 1941 Est. Est. 1942 
Federal Reserve Index.............. 156 180 210 17 


U. S. War Expenditures (bill. 

S(O) 1) RSS aoe ere ee 15 50 80 60 
National Income (bill. dollars) 95 117 125 7 
Farm Income (bill. dollars)... 11.6 156 16.3 - 
Gov. farm benefit payments 

(mill, Gols.) <..2-5.....22-.2..-.-. 600 650 500 —23 
Cost of Living Index (B. of L.) 105 116.4 124.0 7 


McGill Price Index (1926=100) 83.2 97.1 103 6 
Durable Goods Production 

1330) (25 gene Sele a ee eee 194 248 280 13 
Nondurable Goods Production 

LS eee ane cent ne Ree ar 135 140 110 —21 


Construction, total (bill. dolls.) 11.0 13.2 8.7 -34 
Department Store Sales Index.. 110 123 105 -15 
Chain Store Age Index (sales)... 139.3 174.9 155 -11 


Coal Production (million tons) 502 Sil 598 5 
Shoe Production (million prs.) 498 475 455 —4 
Steel Production (milliontons) 82.8 85.9 92.0 7 
Iron Production (million tons) 55.9 59.0 65.0 10 


Cotton Consumption (million 

bales): .....:.... 
Rayon deliveries (million lbs.) 451. 
Car Loadings (wkly. av.) 

THOUSAHG: CALS! .....<.--.ncc.ccsccnescess 812 = 831 850 2 

During the current year the Federal Reserve 
Index of Industrial Production averaged about 180, 
representing a 15 per cent increase over 1941. No 
matter how much money is spent there is a limit 


to rapidly expanding output due to the restricted 


9.7 11.2 118 4) 
480.0 520.0 8 
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Dec. Dec. Dec. Dec. Dec. Jan. Nov. Dec. 
1937 1938 1939 1940 1941 1942 1942 1942 
73.0 68.6 72.6 * 74.4 89.7 92.5 99.1 99.2 
75.3 71.4 80.6 80.3 90.8 92.4 94.3 94.5 
63.2 57.1 65.9 63.7 83.3 87.9 91.4 92.5 
72.7 71.4 59.1 70.4 97.1 1016 123.5 122.2 
97.7 96.2 107.8 1162 1342 132.5 152.8* 153.9* 
ao 88.1 105.4 1224 169.9 173.5 230.5* 234.2* 
81.5 13.2 80.8 77.1 104.6 1076 113.4 113.6* 
103.0 100.2 99.6 100.7 1105 112.0 119.5* 120.0* 


supply of raw materials, labor, power, and trans- 
portation. However, a projection of current trends 
suggests an average production index figure for 
1943 of 210, an increase over 1942 which measures 
17 per cent. This stimulation will be due exclu- 
sively to a further broadening in the output of 
durable goods. The heavily weighted Durable 
Goods Production Index in 1941 stood at 194, 
jumped to 248 this year, and promises to average 
280 for 1943—an increase of 13 per cent over the 
current year. This can be done only at the expense 
of production for civilian consumption. Hence, the 
Nondurable Goods Production Index which aver- 
aged 140 in 1942 as against 135 in 1941, appears 
headed for a 1943 average of 110, or a drop of 21 
per cent from the present year. This is extremely 
important for two reasons: First, the much-talked- 
of shortage of finished goods and the inescapable 
hardships that follow in the wake of warfare are 
now for the first time about to become a reality. 
Second, the amount of nonessential goods pro- 
duced will be more or less in alignment with the 
volume chronicled during the low ebb of the de- 
pression in 1932. 


Briefly, the main point to keep in mind is that 
production of civilian goods must be cut more 
drastically than was anticipated a few months 
ago. Consequently, after the holiday period, which 
incidentally promises to show the biggest Christ- 
mas business on record, reflecting abundant pur- 
chasing power and relatively large stocks in the 
hands of wholesalers and retailers, there is no 
possibility whatsoever of prompt and adequate re- 
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plenishment of merchandise in either large or 
small department stores. Thus, the stage is being 
set for a material increase in the number of com- 
mercial failures. 


Here is another angle that carries considerable 
weight: As the table above clearly shows, expend- 
itures for war in 1941 were only about 15 billion 
dollars, the figure was up to 50 billions in 1942, 
and the goal for 1943 is 80 billions. Our national 
income in 1941 totaled 95 billion dollars, jumped 
to 117 billions for the current year, and is esti- 
mated at 125 billions for the forthcoming year. 
Hence, it is not a difficult problem in arithmetic to 
figure that war expenditures constitute 64 per cent 
of our national income. This is a fairly good indi- 
cator as to what percentage of our spending will 
be devoted to nonessential and civilian goods. Ob- 
viously, there can be no alternative because noth- 
ing can stand in the way of achieving our goal in 
the production of tanks, planes, guns, ships, muni- 
tions, etc., which are needed in ever-increasing 
volume right at this very moment and not a year 
hence. 

Commodity Prices 

During the calendar year 1942 the McGill Index 
of Commodity Prices averaged 97.1 as compared 
with 83.2 last year, or an increase of 17 per cent. 
The fear of inflation subsided with the inaugura- 
tion of the Emergency Price Control Act, but it is 
a foregone conclusion that in view of the loop- 
holes which exist, particularly in agricultural com- 
modities and livestock, the underlying trend will 
continue to move definitely upward. Absolutely 
no fireworks in the price structure are in prospect. 
However, reflecting increasing producing costs, 
higher wages, and transportation rates, the tend- 
ency will be to puncture maximum levels from 
time to time, and our estimate is that the average 
of commodity prices in 1943 will hold at least 6 
per cent over the level in 1942. 


Drugs and Chemicals 

Plan on more rigid government control over 
drugs and chemicals in general as 1943 progresses. 
To date a serious shortage of these materials used 
in hospitals has been averted and no acute short- 
age is indicated for 1943. However, as time pro- 
gresses, supply-to-demand ratios are bound to 
tighten, and this is particularly true of such basic 
commodities as alcohol and quicksilver. Funda- 
mentally, the underlying trend of prices is ines- 
capably upward. 

Paper Products 

The proposed concentration of production and 
the curtailment of output are likely to be more 
drastic than is generally anticipated. The high 
spots are as follows: First, current production is 
holding materially below year-earlier figures. Sec- 
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ond, wage rates compare unfavorably with war 
industries, and the labor supply has diminished. 
Third, a survey indicates that pulp supplies will 
be inadequate to maintain a rate of paper produc- 
tion even on a more restricted basis than exists 
today. Finally, excessive inventory reserves have 
been worked off and over-all demand is now in 
excess of output. In 1943 production will be con- 
centrated on essential lines, and nonessential con- 
sumption will be cut drastically. 


Cotton Goods 


Lend-lease needs for finished cotton goods in 
1943 have been estimated at between 900,000,000 
and 1,500,000,000 yards. At present approximately 
half of the annual production is for military or- 
ders, and essential civilian priorities have been 
assigned to the bag trade, to work clothes, etc. The 
percentage of cotton goods which will be allowed 
for civilian use next year is obviously to be of very 
small proportions. There has been considerable 
loom conversion to make up for lags in essential 
construction, and it may be necessary to reconvert 
a sizable percentage of the market covered in 
L-99. The holiday season this year promises to 
represent the peak supply available for civilians. 
Large department store inventories were built up 
earlier this year, but once present stocks are de- 
pleted it will be extremely difficult to find replace- 
ment goods. 

Fuels 


Production of bituminous coal so far this year 
has been at the highest rate since 1918. Consumer 
stockpiling has been heavy, and users’ reserves 
are now at record levels. Coal consumption in 1943 
is destined to average higher, and production will 
be stepped up with the industry working a full 
six-day week. Under the new program prices to 
consumers will be increased on the average about 
20 cents per ton. Furthermore, the OPA recently 
ruled that coal dealers may pass on to consumers 
the new transportation tax. Despite the fact that 
prices will be somewhat higher, it is still logical, 
in view of the increasing rate of consumption and 
the prospective difficulties surrounding transpor- 
tation, to maintain the highest possible reserve. 


The fuel oil situation in the East Coast area 
becomes more critical each week. The current vol- 
ume of overland movement is not large enough 
to take care of the present rationing demand. By 
late January or early February it may be neces- 
sary to cut down the value of the ration coupon. 
The opening of the African front has drawn upon 
the supply of East Coast oils. It is only logical to 
believe that the war demand will be greater in 
the immediate future. The cut in the basic gasoline 
ration in the East Coast, although a step in the 
right direction, has not improved the fuel oil sup- 
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ply situation greatly. A critical shortage is in pros- 
pect within a few weeks unless convoys are estab- 
lished along the Atlantic Coast. 

National gasoline rationing, which became ef- 
fective on December 1, will reduce the civilian 
demand for gasoline about 35 per cent below the 
normal pre-war period for a comparable date. Off- 
setting this, however, is the continued increase in 
military consumption, not only in this country but 
abroad, plus expanding lend-lease shipments to 
Allied Nations. When these other factors are taken 
into consideration, the decline in over-all demand 
will not be much more than 15 per cent. The pros- 
pective shortage of fuel oil in the East Coast area 
will probably make necessary a further cut in 
basic gasoline rationing to two gallons in order 
that the transportation space for fuel oil may be 
increased. The ration for the Midwest area is not 
likely to be increased. 


Groceries 


The period of most effective price control is over. 
In mid-December OPA permitted wholesalers and 
retailers to increase prices on seventeen grocery 
items. This involved canned apples, apple sauce, 
apple juice, vinegar cured herring, canned boned 
chicken and turkey, maple sugar, blended maple 
syrup, fountain fruits, egg noodles, tomales, tor- 
tillas, potato chips, raisin filled or topped biscuits 
and crackers, fig bars, peanut candy, and extract 
honey. The reason for the increase is due to higher 


material and labor costs. There is no question that 
the underlying trend of grocery prices will show 
further increases as 1943 progresses. 


Dairy Products 


Due to the unprecedented demand for milk, 
particularly in dry form, for military and lend- 
lease purposes, production of butter in 1943 will 
not change materially from the 1942 volume. The 
supply available for civilian consumption, how- 
ever, will be considerably less. Hence, there is no 
alternative but strict Government control over the 
price structure and for all practical purposes but- 
ter is now on the ration list. 

Due primarily to military and lend-lease re- 
quirements, cheese production was stimulated by 
about 26 per cent this year over 1941. Cold storage 
holdings appear ample but many abnormalities 
exist and a material change in the supply-to-de- 
mand ratio is clearly indicated during the next six 
months. Cold storage holdings will diminish rap- 
idly, particularly as Government demand will in- 
crease by leaps and bounds. 


Whereas record egg production was chronicled 
in 1942, the volume will be surpassed in 1943 by 
between 6 and 8 per cent. The Government goal 
is 4.7 billion dozen compared with 4.4 billion dozen 
for 1942. The Government is endeavoring to hold 
prices on a stable basis, but as the underlying 
trend of producing costs is upward the price aver- 
age for 1943 is bound to be higher than in 1942. 
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Effect of War Production Board Orders 


on Hospital Pharmacy 


ROBERT P. FISCHELIS, M.D. AND J. SOLON MORDELL 


tion from its peacetime pursuits to an all out 

effort for war. Because of the preferred posi- 
tion which has been given to health needs, some 
of us have not perhaps felt the impact of the war 
situation very keenly. However, the time is ap- 
proaching when it is necessary for all of us to give 
attention to what, in the more prosperous peace- 
time years, might have appeared as unnecessary, 
small details. It is just such small details which 
will conserve materials, manpower, and those 
other essentials commonly referred to as public 
utilities. 


Fi PEOPLE REALIZE what it means to turn a na- 


The War Production Board has been compelled 
to take some drastic steps in order to conserve 
critical and scarce materials. Some of these steps 
have been taken by the issuance of orders which 
are now in effect. Other steps take the form of 
gentle but firm suggestions that those who are en- 
gaged in industry or in the professions take cog- 
nizance of the situation brought about by the war 
and use common sense and discretion in effecting 
savings and general economies wherever possible. 


In a recent radio address, Leon Hendersé6n, 
director of the Office of Civilian Supply in the War 
Production Board said: 


“We all know that the war will have to be 
won on the battle front. It will have to be 
won out where our boys are fighting—on the 
sea, in the air, and on the land. It can’t be won 
anywhere else. But whatever the courage, 
whatever the heroism of our boys out there, 
the war can be lost right here on the home 
front. 


“The war can be lost unless you and I— 
unless the entire civilian population—do the 
job that is assigned to us, and do it right. The 
President’s program provides the strategy for 
the home front. It shows us our battle sta- 
tions. It gives us our marching orders. The 
rest is up to us.” 





Presented at the American Hospital Association War Confer- 
ence, St. Louis, 1942. 
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@ Dr. Robert P. Fischelis is Chief and J. 
Solon Mordell is on the Staff of the Medical 
and Health Supplies Section, Office of Civilian 
Supply, War Production Board, Washington, 
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Substitutes 


It is hardly necessary in addressing a group of 
hospital executives and professional workers to 
comment on the necessity for maintaining the 
quality of medical care at the highest level, even 
though it becomes necessary to improvise or to 
substitute materials for those to which we have 
become accustomed in the past. We have all been 
taught to shun the word “substitutes” particularly 
in the pharmaceutical field, because of the conno- 
tation of inferiority when this word has been used 
in connection with drugs. Producers using brand 
names for standardized official drugs have shouted 
“substitution” whenever the suggestion was made 
that an official drug is sufficiently standardized 
and does not require trade-marking to enhance its 
value. One of the very real jobs we have on our 
hands today is actually to find substitutes and to 
use substitutes for the things to which we have 
been accustomed, without, however, lowering 
quality. Strangely enough, this can be done and 
it can be done perhaps more effectively in the field 
of pharmaceutical and medical supplies than in 
any other. 

Use Standardized Drugs 

The War Production Board thus far has not 
concerned itself with orders involving the question 
of branding of products, but every hospital ad- 
ministrator and every hospital pharmacist knows 
that many important savings can be effected by 
sticking to the official standardized drugs and 
avoiding higher priced branded products. Simplifi- 
cation of stocks can be effected to a considerable 
extent by giving attention to this factor now. 


In this connection, the formation of a strong 
pharmacy committee within the hospital organiza- 
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tion as recommended in the standards of the 
American College of Surgeons and in the report 
of the Committee on Pharmacy of the American 
Hospital Association, becomes more and more im- 
portant. 
Obey Orders 

The acid test of our democracy is the degree to 
which self regulation is successful in times of 
stress. War Production Board orders issued thus 
far have relied to a very considerable extent upon 
the cooperation of all who come within the pur- 
view of these regulations in meeting the spirit as 
well as the letter of the orders. Failure to obey 
the orders when they have been issued and even 
failure to take cognizance of their existence by 
carefully reading professional and trade publica- 
tions in which the orders appear, is a dereliction 
unworthy of scientific and professional men and 
women. 


In every War Production Board order, there ap- 
pears a clause which permits appeals in case of 
undue hardship caused by the order. Another 
clause indicates that lack of knowledge of an order 
is no excuse for its violation. We, therefore, strong- 
ly recommend that someone in every hospital or- 
ganization be designated to closely follow the 
orders and regulations issued by the War Produc- 
tion Board and all other governmental agencies 
in order to keep abreast of the progress of our 
system of regulation under war conditions, which 
is just another way of saying that someone should 
be designated to see that the plans for winning 
the war will not be nullified by failure of someone 
in a key position to observe the regulations. 


In connection with matters of drug and health 
supplies, there is no more competent person in a 
hospital organization than a pharmacist to keep 
track of these governmental pronouncements. 


Orders Affecting the Hospital Pharmacy 


As examples of some of the orders which have 
been issued and which affect hospital pharmacy, 
we might cite the following: 


1. The Agar Order, M-96, limits the use of agar 
to the preparation of bacteriological media. This 
means that agar may not be used for the prepara- 
tion of pharmaceutical products such as liquid 
petrolatum emulsions, or for administration of the 
drug itself or in combination with other drugs. 
No restriction is placed upon stocks of less than 
fifty pounds which were on hand on February 9, 
1942. All subsequent purchases of agar, however, 
are under restriction. Although it does not particu- 
larly involve the pharmacy, your attention is 
called to the method developed by the Medical 
Department of the United States Navy for the 
reclamation of agar from discarded culture media. 


That department has been able to reclaim 75 per 
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cent of the agar originally used. A sample of this 
reclaimed agar was exhibited at the recent meet- 
ing of the District of Columbia Medical Society. 
It could not be distinguished from unused agar. 


2. The Nutgalls and Tannic Acid Order, M-204, 
which limits tannic acid, U. S. P., to special uses, 
namely, the treatment of burns, as an antidote to 
poisons, as an analytical reagent, or for use in the 
extemporaneous compounding of individual pre- 
scriptions. No restriction is placed upon tannic 
acid, U. S. P., which on August 8, 1942 had already 
been combined with other ingredients. Stocks of 
tannic acid, U. S. P., on hand on August 8, 1942 
in excess of two pounds must be reported to the 
War Production Board. Since the therapy of burns 
is under continual study, it is possible that new 
methods and new drugs may be developed which 
may change the tannic acid picture. 


3. The Vitamin A Order, L-40, restricts the use 
of the vitamin both for medicinal use and for use 
in animal feeds. On the medicinal side, the order 
limits the contents of preparations such as indiv- 
idual pills, tablets, and capsules to 5000 U. S. P. 
units of Vitamin A. The manufacturer is forbidden 
to recommend any dose exceeding 5000 units of 
Vitamin A daily. This includes also, liquid and 
other preparations containing the vitamin. This 
order does not, however, apply to preparations for 
which the recommended daily dose is 25,000 U. 
S. P. units or more. 


4. The Collapsible Tubes Order, M-115, should 
be of interest to hospital pharmacists who have 
occasion to prepare ointments and medicinal jel- 
lies in collapsible tubes. The order places certain 
restrictions on this type of packaging of medicinal 
preparations. The following products may be 
packed in so-called Class I tubes, that is, tubes 
which are not restricted as to tin content: 


Preparations compounded extemporaneous- 
ly for dispensing by pharmacists on legally 
constituted prescriptions of physicians, den- 
tists, or veterinarians. 


Ointments and other preparations for oph- 
thalmic use. 


Sulfonamide ointments and blood plasma. 


Diagnostic extracts (allergens). 


Tubes containing no more than 7% per cent of 
tin are called Class II tubes. They may be used for 
medicinal and pharmaceutical ointments not in- 
cluded in Class I, and for those preparations not 
included in Class I, which are intended for use in 
the body orifices. This includes nasal, vaginal, 
rectal, and lubricating or so-called surgical jelly. 


Class III tubes, which may contain no more than 
5 per cent of tin, are permitted for dental cleansing 
preparations. 
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Class IV tubes may contain no more than 1% 
per cent of tin and are permitted for shaving prep- 
arations. 


It has been estimated that the reduction in the 
use of tin because of the collapsible tube order has 
resulted in saving 150 tons of tin for the second 
quarter of the year. On an unrestricted basis, 
5000 tons of tin would be required annually for 
the tin tube industry. Under the terms of the or- 
der, the annual consumption for 1942 is estimated 
at 578 tons, or a saving of 4400 tons of tin for the 
entire year. It is urged that to increase this saving 
of tin, those preparations used in the hospital 
which have been issued in tin tubes be dispensed 
as far as possible in containers which do not con- 
sume critical materials. 


5. The Theobromine and Caffeine Order, M-222, 
does not deal in terms of specific permitted uses, 
but places the delivery and use of those drugs un- 
der regulation by the Director General for Opera- 
tions. By the terms of the order, allotment of the 
available supplies will be made among competing 
demands. Of course, medicinal uses will be 
granted first consideration. 


6. The Ethyl Alcohol and Related Compounds 
Order, M-30, does not affect tax-free alcohol used 
by hospitals. However, in view of the general need 
for conservation of ethyl alcohol, hospitals should 
undertake voluntary conservation measures. Iso- 
propyl alcohol has been used for antiseptic use and 
for body rub for a number of years. It is urged 
the hospital staffs give serious consideration to the 
replacement of ethyl alcohol with isopropyl al- 
cohol wherever possible. 


7. The Quinine Order, M-131, is one of the most 
important of the conservation orders. This order 
prohibits the use of quinine, totaquine,:and cin- 
chona bark, except for the treatment of malaria. 
The supplementary order, M-131-a, places the 
same restriction on the use of the cinchona alkal- 
oids, namely, cinchonine, cinchonidine, and quini- 
dine. Exception is made in that quinidine is also 
permitted for the treatment of cardiac disorders, 
and quinine is permitted for the preparation of 
quinine and urea hydrochloride, and of quinine 
hydrochloride and urethane. Preparations contain- 
ing any quinine or other cinchona alkaloids com- 
bined with other ingredients which were on hand 
June 19, 1942, are not restricted. Stocks of more 
than ten ounces of the drugs themselves on hand 
June 19, 1942, must be reported to the War Produc- 
tion soard. 


In the near future, the hospitals of our nation 
will undoubtedly be requested to make use of 
totaquine, quinacrine (the pharmacopoeial title 
for the commercial “atabrine”), pamaquin (the 
pharmacopoeial title for the commercial “plasmo- 
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chin”) and perhaps other drugs devised to replace 
quinine in the treatment of malaria. It is to be 
hoped that hospital staffs will be encouraged io 
try these new drugs under controlled conditions 
and thus contribute to our clinical experience and 
knowledge of administration of these compounds. 
By the terms of the quinine order, the hospital 
pharmacy may no longer issue quinine for use as 
a bitter, or for obstetrical use. For use as a bitter, 
simple, non-systemically acting drugs, such as 
gentian, have, however, always had more rational 
application. 

If you consider these orders, you will note that 
a number of methods are used to bring about con- 
servation. Among these are the limitation of use 
of scarce and critical materials, the prohibition of 
the use of some materials for specific purposes, 
and the allocation of other materials for use in 
some specific disease or for some specific technical 
purpose. In some orders, although the prohibition 
or regulation involved may not directly affect an 
end product used in the hospital, it may be defin- 
itely involved in the production or in the distribu- 
tion of some article or service necessary to the 
proper conduct of the hospital pharmacy. Among 
such orders are those on coconut oil, phenols, 
phthalic anhydride, chlorine, and acetic anhydride. 


Distribution of Available Products 


These orders are typical of what you may expect 
in the future. As different raw materials, con- 
tainers, services, and end-products become scarce 
or critical, steps will be taken to distribute the 
available products to as many people who need 
them as is possible. The requirements of the Army 
and Navy, our Allies, our South American neigh- 
bors, and the civilian population of the United 
States and Canada all must and will be given their 
due consideration. 


But in the attempt to meet the requirements of 
these different groups, it becomes ever more evi- 
dent that to fight a global war—and only now are 
we beginning to recognize the significance of the 
term “global war’—means tremendous efforts 
along many fronts and economic adjustments on 
a world-wide scale. There simply are not sufficient 
materials nor manpower to maintain our 1941 
standards of living and at the same time make an 


- all-out war effort. Readjustments which may have 


appeared like major operations in ordinary times 
must be expected and must be taken cheerfully. 


Making Readjustments 


You may rest assured that in the War Produc- 
tion Board, representatives of all interests assist in 
making these readjustments. We in the Office of 
Civilian Supply are concerned particularly with 
providing essential materials and services to the 
civilian population. We can not guarantee that 
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these supplies and services will be on a scale to 
which we all have been accustomed in the past. 
However, you may rest assured that as far as it is 
humanly possible, every effort will be made to 
inconvenience civilians as little as possible. 
Nevertheless, we must expect to make sacrifices. 
If these sacrifices are executed with fairness to all 
concerned, we believe that complaints and mal- 
adjustments will be few. 


The orders the War Production Board has al- 
ready issued have been made as a result of obvious 
shortages or because a preliminary survey of war- 
time conditions has shown the need for conserva- 
tion of important materials. As a result of the 
work we have already done, we are now in a much 
better position to plan for the future than we 
were at the beginning of this year. Consequently, 
we may hazard a few suggestions to hospital phar- 
macists and hospital administrators which involve 
conservation procedures that have not yet become 
the subject of War Production Board orders and 
may never become the subject of such order. 
These suggestions are made merely to guide the 
thinking of those who must prepare for future 
eventualities, and are based upon such background 
and knowledge as has come to the Office of Civi- 
lian Supply from observation of the present 
situation. 

Conservation in the Pharmacy 


As one suggestion, reference may be made to a 
number of hospitals in the United States which in 
recent years have inaugurated policies involving 
the rational use of drugs in the hospital. Now, in 
time of war, those well-developed paths are lead- 
ing to substantial conservation of material. Their 
pharmacy departments are no longer in the un- 
enviable position of being a storehouse for hetero- 
geneous and uncontrolled accumulations of drugs. 
It is significant to note at this point a statement 
made in 1918 during the last war, before the Phila- 
delphia Branch of the American Pharmaceutical 
Association. Ambrose Hunsberger, then president 
of the Branch, stated: 


“Indeed, the deeper one delves into the 
question of conservation in the pharmacy, the 
more one is inclined to the thought that, while 
upon the surface the necessity for conserving 
certain supplies may require more or less re- 
adjustment, as a matter of fact, rational thera- 
peutics properly supported by rational phar- 
maceutical practice, to a great extent solves 
the problem...” 

Conservation may be effected in a number of 
ways. For example, the elimination of flavored 
mouthwashes conserves the large amounts of 
glycerin, alcohol, and essential oils which have 
always been consumed in these preparations. 
Further effort should be made to issue as many 
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medicaments as possible in solid form, such as the 
tablet. In this way, additional amounts of alcohol, 
glycerin, and sugar will be spared. When we 
further consider that in some hospitals, drug in- 
ventories have been reduced by three hundred and 
in one case by five hundred items, we gain some 
idea of the tremendous conservation factor in- 
volved. One other element of waste results from 
injudicious ordering of quantities of drugs and 
prescriptions. One-ounce quantities of eye drops 
almost always represent an excessive amount. 
Four fluid ounces of a mixture will give approxi- 
mately thirty teaspoonful doses. If taken at the 
rate of three teaspoonfuls daily, the four ounces 
represents a ten-day’s supply. So often this and 
larger quantities are ordered for patients who will 
be in the hospital for only two or three days. With 
regard to ointments, it should be borne in mind 
that usually the portion on the skin does the work, 
and not the half-inch or more which is layered on 
and never reaches the skin. 


So far, we have referred to the conservation of 
material. The other important phase of the ra- 
tional drug scope is the crucial situation involving 
personnel. It is evident that the more cumbersome 
the hospital drug situation is, the larger the staff 
required to handle it properly. This affects person- 
nel right through the hospital roster. 


Hospital Pharmacy Trends 


If we relieve depleted nursing staffs of the re- 
sponsibility for memorizing more lists and names 
of drugs than may be known by any one physician, 
they can pay more attention to other nursing 
duties. The situation even affects the accounting 
staff in that a restricted, but flexible drug scope 
reduces the volume and in many cases the frequ- 
ency of purchases. But what is most important of 
all, the patient for whose benefit the hospital is in 
operation receives the best in the way of drug 
therapy. 


The accumulated experience of hospital staffs 
working in cooperation with hospital pharmacists 
and administrators will help to improve our 
knowledge of the availability and action of new 
drugs and may even lead to revolutionary proce- 
dures in the treatment of disease in some in- 
stances. 


While the effect of the war and the regulatory 
procedures growing out of the war upon hospital 
pharmacy will undoubtedly result in some hard- 
ships, we believe that with the aid of competent 
and cooperative hospital pharmacy committees 
and the sympathetic understanding of administra- 
tors and medical practitioners, the hospital phar- 
macies of the nation will make a real contribution 
to our present great objective which is the win- 
ning of the war. 
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Diagnostic Facilities in Rural Areas 


M. R. KINDE, M.D. 


and preventive medicine. There is a trend in 

the health conservation contest conducted by 
the American Public Health Association in rural 
counties of the United States toward an evaluation 
of the type and quality of the curative medical 
practice of the community surveyed. The rural 
health officer is becoming more and more inter- 
ested in whether or not his county has a hospital 
that provides satisfactory facilities and maintains 
proper standards of treatment. 


T= PUBLIC HEALTH depends on both curative 


The Improving Standards of Medical Care 


Standards of medical care in rural areas are im- 
proving rapidly. However, facilities available sel- 
dom compare with those found in large cities. 
Even in the many prosperous areas of the country 
the rural doctor cannot secure satisfactory clinical 
laboratory and x-ray facilities for his patient. The 
people of the small communities should have 
available these necessary diagnostic aids. A sur- 
vey of the diagnostic facilities in cities of from 
twenty-five hundred to ten thousand people in 
practically any part of our country will reveal a 
glaring need for these necessary aids in the mod- 
ern practice of medicine. I believe all will agree 
that the small city should have a modern x-ray 
and clinical laboratory and that these facilities 
must be supervised by a competent roentgenolo- 
gist and a clinical pathologist. 


Importance of Availability of Diagnostic 
Services to Patient and Doctor 


Availability of diagnostic services to the patient 
and doctor is of vital importance. X-ray and clin- 
ical laboratories located in cities of ten thousand 
population and over will not give satisfactory serv- 
ice to all rural patients. The development of med- 
ical centers in large cities or teaching centers pro- 
vides care to the rural indigent who can be trans- 
ported and treated at public expense and the 
wealthy can also visit the city and obtain these 
services regardless of price. These centers are not 
used to any considerable extent by the rural work- 
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er of average means. Adequate care for this group 
can only be obtained when the rural physician can 
secure diagnostic service locally at a price the pa- 
tient can pay. 


The Small Hospital the Center of Medical Care 


Medical care in small communities centers 
around the small hospital. In many areas even of 
considerable size the hospital often consists of a 
rejuvenated residence. Less frequently we find a 
building especially constructed for the purpose. In 
small units there is a tendency to devote insuffi- 
cient space to diagnostic aids. In many instances a 
check on the x-ray and laboratory facilities shows 
these to be grossly inadequate or entirely lacking. 
The x-ray equipment is often operated by an in- 
terested general practitioner and its use is confined 
to fracture patients. Films are read locally and are 
not seen by a roentgenologist. The amperage of 
the equipment is usually not adequate for chest 
and gastro-intestinal films. Many of the fracture 
films are not diagnostic. 


The clinical laboratory usually does simple 
blood counts and urinalyses. A nurse who has 
“brushed up” on the subject usually functions as 
laboratory technician in addition to other duties. 


The Rural Physician and Diagnostic Service 


The rural physician often desires additional di- 
agnostic aid for his patient but is seldom able to 
secure it. He treats the individual without the ben- 
efit of complete studies when he knows that the 
use of additional diagnostic aids and consultation 
with a pathologist and roentgenologist are indi- 
cated. Reasonable standards of medical care in 
many cases are not maintained because of inac- 
cessibility of facilities and the high cost of secur- 
ing them. 
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Many young doctors avoid practice in rural 
areas because of lack of hospital and diagnostic 
facilities. They have had training in an institution 
where patients receive a complete history, phys- 
ical examination, and all the consultative and di- 
agnostic procedures they require. They live in an 
atmosphere of medical progress. Consultation is 
secured simply by writing an order for it. The 
doctor in such a hospital can practice scientific 
medicine on a plan which is satisfying to him and 
to his patient. He feels that he can make an ad- 
equate study of each patient. When he is looking 
for a location to practice and reviews the situation 
in small towns and cities, he recognizes that he 
cannot maintain the standards he has been taught. 
For this reason many medical men who could be 
successful initially in small communities take up 
the long struggle required to become established 
in the large city. 


One of the chief difficulties for the physician in 
the country is continuing his program of medical 
postgraduate education. Methods of educating the 
profession in large cities and in teaching hospitals 
consist largely of an exchange of experiences 
among the physicians and studies of results of pro- 
cedures used in diagnosis and treatment. This 
method of systematic evaluation and study is al- 
most entirely lacking in the rural area and yet it 
can be of equal value in the small hospital. A pre- 
requisite to such an exchange of experiences is a 
thorough work-up of each case on the basis of 
written standards which include the use of diag- 
nostic clinical laboratory and x-ray studies. 


Provision of X-Ray and Clinical Laboratory 
Service in the Small Hospital 


Can the small hospital afford adequate x-ray and 
clinical laboratory facilities? In almost all cases 
the answer is emphatically “yes.” The hospital 
cannot afford to be without them. It is only neces- 
sary to solve the financial problem by securing co- 
operation between a number of small institutions. 


The securing of adequate equipment for the 
x-ray department is becoming simpler as the cost 
of x-ray equipment decreases. The small hospital 
should have a basic unit of 100 or 200 milliamperes 
capacity, depending on the amount of work to be 
done. If funds are invested in the basic equipment 
rather than accessories the department should be 
completely equipped for from four to five thou- 
sand dollars. Standard equipment should be pur- 
chased and the service the company is prepared to 
offer in the community should be considered. A 
Clinical laboratory which will do all modern pro- 
cedures including blood chemistry, serology, bac- 
teriology basal metabolism, and urine studies is 
essential. An electrocardiograph is desirable. The 
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cost of the equipment is about two thousand dol- 
lars. 


Compensation of consultants and technicians 
will vary with the size of the hospital as will costs 
of maintenance and supplies. 


The roentgenologist should visit the laboratory 
at least two or three half-days per week and the 
pathologist once or twice a month. The roentgen- 
ologist is responsible for the quality of work done 
by technicians and for the techniques used. He is 
also responsible for reading all films and submit- 
ting reports in writing to the hospital and to the 
referring physician. He must set up and maintain 
an adequate system of records. His most important 
responsibility is to contribute to the medical edu- 
cational program of the hospital. The extent to 
which his department is used depends on his suc- 
cess as a teacher. He should assume leadership in 
this field and it should be his primary interest. 


The pathologist has similar responsibilities. All 
surgical tissues should be examined by him. He 
should supervise the work of the technicians. All 
reports are made in writing and copies supplied to 
the referring physician and to the hospital. He 
should see that there is an adequate system of rec- 
ords and that they are properly maintained. His 
responsibility includes the performance of autop- 
sies and he should develop this part of the pro- 
gram. His chief responsibility should be one of 
consulting with physicians on clinical cases, espe- 
cially on their laboratory aspects. He should take 
the initiative in the development of a medical edu- 
cation program which will include case discus- 
sions and an evaluation of the work of the doctors 
using the hospital. 


Technicians should be employed by the hospital 
board of trustees only after assurance that they 
have had sufficient training and on the approval 
of the interested consultant. They are responsible 
to the hospital board. The consultant supervises 
their technical work. 


The expenses of the laboratories must be paid 
out of income. In practice it takes a minimum of 
two hundred beds in hospitals to support a roent- 
genologist. This means that the area planning this 
program should have this number of beds in per- 
haps four or five hospitals. They should be near 
enough together so that the plan of spending two 
or three half-days per week in each hospital can 
be carried out by the roentgenologist. 


The pathologist visits the hospital less fre- 
quently and his services may be spread over an 
area of four hundred or more beds. In some in- 
stances it may be better for the small hospital to 
secure part-time service from a pathologist prac- 
ticing in a large city rather than to try to organ- 
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ize pathological service for a group of small hos- 
pitals. In every case, however, this program must 
include actual visits to the rural hospital and per- 
sonal participation in its medical education pro- 
gram. 


Obviously, this program must be a cooperative 
enterprise between small hospitals. Plans for or- 
ganizing the service should include meetings be- 
tween physicians, hospital superintendents, and 
hospital board members, and, when possible, city 
and county health officers of interested communi- 
ties. These meetings should include the develop- 
ment of an agreement as to the time of each con- 
sultant to be allotted to each hospital, their com- 
pensation, and the fees charged for laboratory and 
x-ray procedures. The doctors should define in 
writing the standards of medical practice for the 
laboratory and x-ray departments. A committee of 
physicians should secure the necessary consultants 
and they should be employed by the hospital 
board of trustees. 


The Fee Schedule Is Important 


A uniform fee schedule should be developed by 
the medical committees and adopted by hospital 
boards. Hospitals must not expect to make a profit 
out of these vital diagnostic services. The fees to 
be charged are of great importance in rural areas. 
They should be much less than fees for similar 
services in urban communities. Experience has 
shown that the quantity of work done is in inverse 
proportion to the fees charged. The net income of 
the laboratory and x-ray departments will be 
greater on a fee schedule which approximates the 
actual cost of the service. If we look at the service 
primarily as one which will assist the doctor in 
diagnosis, the lowest fee schedule commensurate 
with paying expenses is the one to be maintained. 
Hospital boards should consider the success of the 
two departments on the basis of service rendered 
rather than on their net profit. It is often not easy 
to make them see the wisdom of this policy. 


Medical Education in the Small Hospital 
Dependent on Diagnostic Facilities 


The problem of medical education in the small 
hospital is closely related to its diagnostic facili- 
ties. There is no substitute in the training of the 
practicing physician for a program of thoroughly 
studying his own patients and discussing them 
with other physicians. 


The small town doctor does not specialize. As a 
general practitioner, however, he usually has a 
special interest in some phase of medicine. It is 
desirable to departmentalize the small hospital 
into at least four departments. These should in- 
clude medicine, surgery, pediatrics, and obstetrics. 
The general practitioner with a special interest in 
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the field should become head of the department. 
His responsibility as such includes the use of 
cases in the department by the hospital staff for 
study. He should continuously endeavor to im- 
prove the medical work in his department through 
the development of standards of care. 


Diagnostic laboratories offer the general practi- 
tioner an opportunity to study cases so that they 
become valuable in the medical education pro- 
gram. 


Major responsibilities of the roentgenologist and 
the pathologist aré the institution and develop- 
ment of complete case studies, compilation of hos- 
pital statistics for study, and promotion of clinical 
conferences and clinical pathological conferences. 
There should be no difference in these programs in 
the small rural hospital from those in the large 
teaching center. 


Discussion leaders should frequently be secured 
from neighboring cities and teaching centers to 
participate in these conferences. These leaders, 
however, should use local patients and local re- 
sults in the discussion. 

Cooperative Enterprise in Southwestern Michigan 


An example of cooperative enterprise is being 
carried out among rural hospitals in an area in 
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southwestern Michigan. A group of five small hos- 
pital units employs a full-time radiologist. Finan- 
cially, the program has been completely success- 
ful. The communities are receiving an improved 
service and the doctors feels that the program of 
this type is indispensable to them and their pa- 
tients. The fees for x-rays in this area are less than 
half those usually charged in larger centers. 


Table 1 
The map, Table 1, shows the relative position of 
the hospitals. The radiologist drives his car be- 
tween one and two thousand miles per month to 
visit these units. 


Table 2 gives data on the size of the communi- 
ties, the number of hospital beds they have, and 
the number of half-days of service per week they 
receive from the radiologist. 


Table 2 


Community 
Population 


Hospital 
Beds 


Half-days 


Hospital Per Week 


The last two hospitals have been in the program 
only three months. In Table 3 is shown the finan- 
cial picture of the x-ray service for the three hos- 
pitals in the program a full year ending August 31. 


Table 3 


Con- T 
Hospital Salaries Supplies sultant Misc. Expense Income Surplus 
1 $1167 $1342 $1355 $598 $4462 $4588 $126 
1246 1076 1704 11 4037 3504 -533 
1662 1159 1500 305 4626 4081 -545 


It can be seen from Table 3 that these areas are 
financially able to pay for the much improved 
service they are now getting over that which they 
had formerly. 


These same five hospitals have also developed 
clinical laboratory services which are financially 
sound. They are operated on a much lower sched- 
ule of fees than those usually charged. Their 


boards of trustees and physicians have learned 
that volume of work and total income are much 
greater if the fees charged are low. Table 4 shows 
the financial status of the laboratories. 


Table 4 
Con- 
Sup-_ sult- Total 
Hospital Salaries plies ant Misc. Expense 
1 $1167 $348 $ 88 $796 $2399 
1067 317 460 45 1889 
1638 281 397 2485 


Income’ Surplus 


$2667 $ 268 
2247 358 


169 3991 1506 


The pathologist who is responsible for the lab- 
oratories is interested in the clinical side of the 
program and has done a great deal to promote lab- 
oratory work by a continuous program of educa- 
tion for the general practitioner. Emphasis has 
been placed on having the laboratories well 
equipped and in having well trained technicians. 
They are registered with, and their work is super- 
vised by the Michigan Department of Health. 
Table 5 shows the amounts of work done by cer- 
tain types in these units during the past year. 


Table 5 
Blood 
Hos- Tis- Sug- Blood 
pital BMR Kahns sues ars EKG NPN Urines Counts Other Total 
115 1360 129 50 116 47 658 3231 552 6258 
2 45 465 137 80 0 52 776 3494 439 5488 
3....:109 464 225 24 161 43 1401 3913 500 6840 
The laboratories have had the program in oper- 
ation for from two to five years. The amount of 
work done has increased steadily. It must be re- 
membered that previous to this program being put 
into operation there was very little laboratory 
work done locally. 


Summary 


A thorough study of clinical cases is essential in 
the rural medical educational program. X-ray and 
clinical laboratory facilities are necessary for these 
studies. 


Through cooperation, a group of small hospitals 
have successfully financed an x-ray and clinical 
laboratory program which includes the services of 
a roentgenologist and a pathologist. 
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Fever Cabinet Therapy 


The latest development of fever therapy is by 
use of the fever cabinet. Its success in the treat- 
ment of conditions due to chronic infections 
is dependent on the characteristics of the infecting 
agent. Some of the infecting agents cannot tolerate 
a temperature much in excess of normal body tem- 
perature. Since the method is able to produce and 
maintain a blood temperature in the neighbor- 
hood of 105 F., the treatment is particularly effec- 
tive in cases in which the infecting agent cannot 
tolerate this temperature. 
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In its application the patient’s temperature is 
maintained at this high level over a period of sev- 
eral hours. The strain thus produced on the body 
mechanism is such that patients must not only be 
selected with care but they must be under con- 
tinuous minute by minute observation by a spe- 
cially trained technician able to detect the first 
symptoms of intolerance to the treatment and 
capable of meeting such emergencies as may arise. 
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Sw Song 


There comes a time in the life of everyone when 
a long tenure of office or increasing years makes 
retirement from usual activities desirable from 
the standpoint of the organization which has been 
served, as well as for the personal interests which 
should receive more individual attention. 


December twenty-seventh the Executive Secre- 
tary of the American Hospital Association and the 
Editor of HOSPITALS completed fifteen years of 
service with the American Hospital Association 
and in February he will attain the age of sixty- 
eight years, two years less than the Biblical allot- 
ment of life’s span. 


The fifteen years have been in their personal 
and official relationships as pleasant and certainly 
as enjoyable as the sixty-eight years of a happy 
and contented life. 


Rich in the personal friendships which have been 
so generously bestowed and which will endure, 
and with fulsome pride in the enmities incurred, 
the Executive Secretary and Editor retires from 
both positions to enjoy, in his declining years, 
the comforts and security for which he has been 
preparing. His resignation was submitted to the 
Board of Trustees, and accepted by them on De- 
cember 12, effective upon the appointment of his 
successor. 


There are no words that can adequately express 
his appreciation of and affection for the Associa- 
tion to which he has given a decade and a half of 
his life, nor that will convey to the membership his 
appreciation of and his gratitude for the thousands 
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of courtesies they have so kindly extended to him. 
These he can never repay except in kind, and these 
obligations could not be properly discharged if he 
lived a thousand years. 


There is a great personal satisfaction in the 
thought that during his years of service he has 
fashioned some policies and built them into the 
foundations and structure of the American Hos- 
pital Association that will long endure, will 
strengthen it, and will.safely support the con- 
fidence of its members as well as the interests of 
the public. 


He leaves the Association with the feeling that 
he has carried a heavy burden over a long and 
often difficult journey and can deliver it with con- 
fidence to those selected to succeed him. He leaves 
the Association without resentment, with no dif- 
ferences with anyone which have not been pleas- 
antly composed, with no disappointments and no 
regrets, save the loss of frequent contacts with 
friends and associates in and out of the Associa- 
tion. 


To the members of the headquarters staff the re- 
tiring Secretary and Editor owes more than he 
can ever repay. Loyal, devoted, and efficient in 
every possible way—they have been more like the 
members of his family than associates. They 
have worked long and faithfully with him for 
the advancement of the Association. The largest 
contribution that has been made to the develop- 
ment of the Association has been theirs—the Ex- 
ecutive Secretary’s and the Editor’s has been the 
lesser part. 


Fortunate indeed is the man or woman who can 
reach the end of so long a career with the sense of 
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measurable accomplishment of a worthy purpose. 
Thrice fortunate, if he can leave with the approval 
and respect of those with whom he has labored 
for the common good. 


The strength of the American Hospital Associa- 
tion is built upon its unity of purpose, and its de- 
votion to its membership. It has been built to last 
through trying times, to increase and prosper 
when its paths lie through more pleasant places. 
Its contribution to the welfare of our people, great 
as it has been, will be greater still as the years go on. 


With his official retirement, the Executive Secre- 
tary and Editor loses no personal interest either 
in the Association or its members. In whatever 
way and at whatever time he can serve them, he 
will deem it a privilege to do so. He leaves the 
American Hospital Association, as he came to it, 
with the earnest desire that the Association, which 
for fifteen years has been his life’s work, will meet 
in a larger measure than before the responsibilities 
which the nature of its purpose has imposed 
upon it. 





Epicient Operation of Hospital 


ts Imperative 


The recent disaster in Boston has emphasized 
the importance of hospitals. Without well staffed, 
well equipped hospitals this disaster would have 
been more disastrous than it was. It was a great 
comfort to the puble to know that the injured were 
receiving intelligent and adequate care. 


Not only do hospitals play an important part 
in maintaining the morale during the emergencies 
of peacetime but they may be expected to play 
even a more important role of this sort in the 
event of air raids. Furthermore, they are essential 
in maintaining the health and efficiency of the 
workers of the community. They are the first line 
of defense against epidemics. 


For those reasons it would seem essential that 
hospitals be given preferential consideration in re- 
gard to food supplies so that patients may be as- 
sured of an adequate recuperative diet. The per- 
sonnel of the hospital does not need preferential 
consideration but should receive the same consid- 
eration as the rest of the community. 
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Another consideration that should be given to 
hospitals by the Department of Labor is in regard 
to wages. It is well known and well recognized 
that, in general, hospitals have paid and are paying 
lower rates for service than industry. With the 
freezing of wages and the delays in obtaining ap- 
proval for increases, hospitals are rapidly losing 
their personnel and in some instances the loss has 
endangered not only the efficiency but the actual 
carrying out of necessary work in certain depart- 
ments. If one attempts to fill out the form for the 
War Labor Board, asking for approval of wage or 
salary adjustment it becomes immediately obvious 
that hospital employees and hospital departments 
do not fit into this form of report. The wide varia- 
tion of jobs, and the comparatively small numbers 
of people employed in each category, renders very 
difficult the requesting of increases and the under- 
standing of these requests by Labor Boards. The 
delays which will be necessary in obtaining this 
approval will unquestionably result in the loss of 
large numbers of employees who will, rather than 
wait for a possible favorable decision, take up 
work in various industries. 


Another opportunity for assistance in maintain- 
ing the efficient operation of hospitals is now pos- 
sible by reason of the creation of the Manpower 
control. If hospitals are to be considered an es- 
sential part of the health organization of the coun- 
try they must be adequately staffed, but unless ac- 
tion is taken by the Manpower Board, to see that 
they are so considered and that special regulations 
are designed to bring about adequate staffing, the 
personnel of hospitals is going to be reduced to a 
dangerous point. Already too great reliance is be- 
ing placed upon volunteer aides to supplement a 
constantly diminishing paid personnel. 


The Subcommittee on Hospitals of the Health 
and Medical Committee recently recommended 
that governmental agencies publicize the fact that 
they consider hospitals as an important part of the 
defense program of the nation, adopting the slogan 
that hospital service is patriotic service. This can 
now be supplemented by direct regulation under 
the Manpower Board. Consideration by all Federal 
departments controlling supplies, wages, and man- 
power to the necessity of looking upon hospitals as 
a special entity, important to the health and wel- 
fare of the nation, particularly so in wartime, is 
requested. 
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Hospitals are not asking for any subsidies or 
grants from the government; they are asking only 
that they may be considered as a special group im- 
portant enough in the welfare of the nation to be 
allowed to work out their problems under special 
regulations applying to them only and not as a 
part of a heterogeneous group of industry in gen- 
eral consisting of manufacturing plants, wholesal- 
ers, retailers, hotels, and restaurants, with which 
they have little or nothing in common. 

N. W. F. 
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yy # Importance of Educating 
the Publbc 


A year ago no one would have believed that 
hospitals would have placed into effect policies 
and procedures that they implement today in or- 
der to give reasonably adequate care to their pa- 
tients. Few would have thought that the public 
would accept them and cooperate uncomplainingly 
with the hospitals. 


The demand for the highly technical services 
of physicians, nurses, dietitians, and other hospital 
employees has caused a heavy drain upon hospitals 
and hospital care which necessitates the curtailing 
of some of the services and the eliminating of 
others. The difficulty in securing the customary 
supplies, foods, fuel and technical equipment ad- 
ded immensely to the maintenance of good service 
to the patients. With all these difficulties, there 
were few complaints either from the public or 
the patients. 


Quietly but very effectively the hospitals had 
conducted their campaign of educating the public, 
They took the public into their confidence, courte- 
ously explained the problems which confronted 
them, and almost immediately secured public con- 
fidence and the cooperation of the patients. 


The long waiting lists, reduced maternity and 
other patient stay in hospitals, the increased 
charges for hospital service, the reduction in va- 
riety and quantity of diet menus, the elimination 
of many conveniences, no longer possible to offer, 
limiting visitors and shortening visiting hours 
were all accepted by the patients and their friends 
with an absence of grumbling. 


In these distressing times people try to under- 


January 1943 





stand—and help. Hospitals will make their labors 
easier by educating and explaining to their pa- 
tients and the public the reasons for doing so 
many things that the times impose upon them. 
Courtesy and a program of educating the public 
will accomplish wonders in helping the patient 
and the hospital where other methods will fail 
completely. 
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A Plan for Weder 
Scie Security 


Washington correspondents report that the Pres- 
ident in his address on “The State of the Union” 
at the opening of the new Congress will submit 
a sweeping new Social Security program similar 
to that proposed by Sir William Beveridge and 
modeled after the New Zealand plan. The program 
will top the legislative agenda of the Administra- 
tion in the new Fifty-Eighth Congress. 


It is reported that in effect it will provide insur- 
ance for health, unemployment and old age, and 
will apply to every individual. 


Hospitals have an important stake in sweeping 
legislation such as the President may propose. 
There is much to be said in favor of some of the 
proposals. A large portion of the program should 
be carefully studied from every angle. New Zea- 
land’s experience should be analyzed and, as far 
as hospitals are concerned, a competent group 
should devote considerable time in determining 
for the hospitals what parts of the New Zealand 
plan and Sir William Beveridge’s proposals might 
be satisfactorily adapted to the hospitals in this 
country. 


Certainly, as Utopian as the proposed plan ap- 
pears to be, it should not be condemned until hos- 
pital authority, and that includes hospital trustees 
and adminisfrators as well as the medical staff, 
have reported upon it. 


Hospital people are so often concerned with the 
many problems of administering their own institu- 
tions that they give little thought to the major 
problems which may insure or disrupt the con- 
tinuity of their operation. There is no more im- 
portant factor in their future than the planning, 
either through legislation or other methods, for 
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the permanency of our hospitals. Any action taken 
affects all hospitals, of whatever type of control, 
but more particularly the voluntary hospitals. 
Badly conceived legislation would destroy them, 
while legislation wisely enacted and based upon 
experience, good performance, and the undivided 
support of the public would insure their perma- 
nency and the extension of the quality and volume 
of hospital care. 


The hospitals’ interest in legislation affecting 
them may appear to be a selfish interest. Practi- 
cally, it is altruistic to the ultimate degree for hos- 
pitals are established by the people, operated for 
the people, and the major portion of their material 
support comes from the people. So from the stand- 
point of the public welfare, hospitals speak with 
as much authoritative knowledge and with less 
self-interest than any government official whether 
elected or appointed. 


Hospitals sometimes lose sight of the traditional 
purpose for which they were founded in their pur- 
suit of the elusive dollars with which to meet the 
costs of their operation. They should never lose 
sight of the cardinal reason for their being—the 
care of the sick of every race and creed and from 
every economic situation in life—in their study 
and analysis, in their commendation or condemna- 
tion of legislation which has to do with their con- 
tinued operation, the medium of their ownership 
and control, or the manner in which they develop 
their service, educational research, and preventive 
medicine programs. 


The hospital care of the sick is a science, and as 
a science it should be unhampered and untram- 
meled by any legislation which limits, qualifies, or 
impairs the volume and quality of hospital service. 


This is a plea to study all legislation with an 
open mind, not in the interest of the hospitals but 
in the interest of the millions of people they care 
for each year and many more of our ‘citizens who 
should have easy access both in distance and in 
availability to good hospitals, and within the 


means which each can without economic distress 
afford to pay. 





> 
? 


Faith in the Tw Year 


“Faith,” as defined by St. Paul, “is the substance 
of things hoped for, the evidence of things not 
seen.” And the things which faith brought to pass 
in St. Paul’s time will again be accomplished in 
our own. 


With the world awry and its peoples enslaved 
in a vicious war, St. Paul’s beautiful oration on 
“Faith” has a greater significance than ever before. 
Hospitals must have faith. Faith in the work they 
are doing. Faith in their employees. Faith in their 
friends. Faith in the future. 


And without Faith, our hospitals will fail. They 
were built in the faith that from the aid and succor 
which they gave mankind would spring health and 
strength and the will to reconstruct a disrupted 
world and bring order and prosperity and decent 
living to an inchoate society. 


Hospitals have never lost their faith in the work 
they are doing. They will not lose it now. Their 
mission is too sacred, their service too necessary to 
the sick and wounded and distressed of every race 
and creed. The New Year will restore their faith 
in their future. This they have never completely 
lost, for with their Faith walks Hope and Charity. 
Mankind would breed back to barbarism in a very 
short time if one of these three virtues perished 
in the abode of man. Hospitals would no longer 
be necessary nor wanted. 


The New Year brings a hope renewed, a hope 
that peace will soon bless us. A hope that the men 
and women in our armed forces will not be bruised 
and battered beyond the skill which hospital care 
provides to make them well again. The New Year 
brings our hospitals abundant hope for the future 
and an abiding faith that the good they do will 
bring them moral sustenance and material secur- 


ity. 
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Minutes of the Meeting of the Board of Trustees 


of the American Hospital Association 


18 East Division Street, Chicago, Illinois 


Friday, December 11, 1942 


HE meeting was called to order at 10 a.m. by 
1 Pesscen James A. Hamilton, and the new 
Trustees were welcomed. 


PRESENT: 


James A. Hamilton 
Rt. Rev. Msgr. M. F. 
Griffin 


Lewis E. Jarrett, M.D. 
Basil C. MacLean, M.D. 
Jessie J. Turnbull 
J. H. Groseclose, D.D. Frank J. Walter 
Edgar C. Hayhow Peter D. Ward, M.D. 
Harley A. Haynes,M.D. George U. Wood 
Stuart K. Hummel 
Trustee Charles F. Wilinsky, M.D., was absent. 


On motion, the Board of Trustees went into 
executive session. 


Resignation of Executive Secretary 


Doctor Bert W. Caldwell appeared before the 
Board of Trustees and submitted his resignation 
as Executive Secretary of the American Hospital 
Association. 


Votep: That ,Doctor Caldwell’s resignation be 
accepted with regret and a committee of three 
be appointed to confer with Doctor Caldwell as 
to the time and method of his retirement, and 
report to the Board. 


Mr. Hamilton then appointed Monsignor M. F. 
Griffin, Frank J. Walter, and himself the commit- 
tee of three to confer with Doctor Caldwell. The 
meeting recessed until this committee was able 
to report. 


The meeting was again convened, and the com- 
mittee made its report, and the Board unani- 
mously 


VotED: That the Executive Secretary be granted 
a retirement allowance equal to one year’s 
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salary as Executive Secretary of the Association 
and one year’s salary as Editor of HOSPITALS, 


and 


That his present salary be continued until his 
successor or successors take office. 


The Trustees then elected Doctor Caldwell Sec- 
retary Emeritus of the American Hospital Asso- 
ciation. 


Vortep: That the President be authorized to ap- 
point a committee consisting of two past Presi- 
dents, two Trustees, two members of the Asso- 
ciation, the President and the President-Elect to 
investigate and consider candidates for the Office 
of Executive Secretary and/or Editor of HOS- 
PITALS, and to make a report at the next meet- 
ing of the Board of Trustees. 


Vortep: That it be the consensus of the meeting 
of the Board of Trustees that Doctor Caldwell 
continue in office with the same authority he 
has assumed in the past, until his successor as- 
sumes office. 


The executive session was declared completed 
and the Board resumed the regular agenda. 


Approval of Minutes 


Vortep: That the minutes of the meetings of 
October 10, 12, 13, 14 and 15 be approved. 


Recommendations by Blue Cross Plan 
Approval Committee 


R. H. Bishop, Jr., M.D., Chairman, and the Com- 
mittee on Blue Cross Plan Approval appeared be- 
fore the Board to discuss with them the recom- 
mendations of the Committee. Each of the nine 
recommendations was discussed and carefully con- 
sidered. It was understood that, under item III, a 
quota would not be set until after consultation 
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with, and acceptance by, the respective plans. In 
studying Item V, in connection with securing 
the hospitals’ agreement to discontinue con- 
tracts with plans from whom approval might be 
withdrawn, it was felt that whatever form the 
assignment of responsibility might take it should 
be very carefully drawn as each hospital would 
be delegating to the Board of Trustees a definite 
responsibility on its behalf. 


Votep: That the Recommendations by the Blue 
Cross Plan Approval Committee be approved 
in toto, and that a letter be sent to every par- 
ticipating hospital and every plan. 


It was understood that the letter would be sent 
before the Recommendations were published. 


Consideration of Budget for 1943 


The Executive Secretary presented the pro- 
posed budget for 1943 and this was discussed in 
detail. Inasmuch as there were other matters to 
be considered later in the meeting, action on which 
would affect the proposed budget, it was 


VortEep: That the report of the proposed budget 
for 1943 be accepted and laid on the table until 
the final order of business. 


Wartime Service Bureau 


It was reported that contributions for the War- 
time Service Bureau were coming in satisfactorily. 


President Hamiiton read a letter from Father 
Alphonse M. Schwitalla, S.J., President of the 
Catholic Hospital Association, and his reply. 


In this connection the statement of the Com- 
mittee on Coordination of Activities outlining the 
functions of the Wartime Service Bureau was con- 
sidered. 


VotTeED: That the statement of the Committee on 
Coordination of Activities outlining the func- 
tions of the Wartime Service Bureau be ap- 
proved. 


It was also 


VotEep: That the recommendations of the Com- 
mittee on Coordination of Activities in answer 
to the letter of Father Schwitalla be approved, 
and that the President be authorized to reply 
officially to Father Schwitalla in reference to the 
action of the Board of Trustees. 
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Report of the Activities of the Joint 
Advisory Committee 


Monsignor M. F. Griffin, senior trustee, reviewed 
briefly the recent activities of the Joint Commit- 
tee. These were published in the December issue 
of HOSPITALS. 


Candidates for Honorary Membership 


VoTeD: That the Board of Trustees recommend 
to the House of Delegates that George H. Stone, 
M.D., Henry I. Klopp, M.D., and Elizabeth A. 
Kavanaugh be given Honorary Membership in 
the American Hospital Association. 


The Executive Secretary was instructed to ad- 
vise the New Hampshire Hospital Association that 
the Board of Trustees regretted they would have 
to deny its request for Honorary Membership for 
Lillian G. Williams, R.N., inasmuch as Miss 
Williams had not been a member of the American 
Hospital Association for a sufficient number of 
years to me&t the requirements for Honorary 
Membership. 


Communication from Laundry and Cleaners Allied 
Association and Laundry and Dry Cleaners 
Machinery Manufacturers Association 


The Executive Secretary read a communication 
from Arthur D. Fry, President of the Laundry and 
Cleaners Allied Trades Association, and Louis 
Kaplin, President of the Laundry and Dry Clean- 
ers Machinery Manufacturers Association, with 
which was forwarded an “Outline of a Voluntary 
Industry Program to Report Scrap of Worn Parts 
and Obsolete Machinery in Terms of Critical Ma- 
terials to the Services Branch, War Production 
Board.” 


VoteD: That by authority of the Board of Trus- 
tees the Executive Secretary write a letter of 
endorsement of the plan, “Outline of a Volun- 
tary Industry Program to Report Scrap of Worn 
Parts and Obsolete Machinery in Terms of Criti- 
cal Materials to the Service Branch, War Pro- 
duction Board.” 


Meeting Recessed 


VoTED: That the meeting be recessed until 9 
a.m. Saturday, December 12, 1942. 


The meeting was recessed at 6:45 p.m. 
Respectfully submitted, 
Bert W. CALDWELL, M.D. 


Executive Secretary 


HOSPITALS 























Saturday, December 12, 1942 


The recessed meeting was called to order at 9 
am. by Frank J. Walter, President-Elect, in the 


absence of President Hamilton who was unavoid- 


ably detained. 


PRESENT: 


James A. Hamilton Lewis E. Jarrett, M.D. 

J. H. Groseclose, D.D. Basil C. MacLean, M.D. 

Edgar C. Hayhow Jessie J. Turnbull 

Harley A. Haynes, M.D. Frank J. Walter 

Stuart K. Hummel Peter D. Ward, M.D. 
George U. Wood 


Trustees Charles F. Wilinsky, M.D., and Rt. Rev. 
Msgr. M. F. Griffin were absent. 


Recommendations of the Committee on 
Coordination of Activities 


1 Definition of the Functions of the Joint Ad- 
visory Committee 


The history of the Joint Advisory Committee 


and how it was formulated was reviewed. It was 


felt that the services of the Joint Advisory Com- 
mittee had been invaluable, but because of the 
Committee being a Joint Committee of the three 
Hospital Associations it would be inadvisable to 
incorporate the Joint Advisory Committee in the 
By-Laws of the Association. It was 


Votep: That the Board of Trustees request the 
Committee on Coordination of Activities to pre- 
pare a statement of the functions of the Joint 
Advisory Committee and report back to the 
Board of Trustees for its approval. 


2 Policies Relative to Publication of Opinions and 
Recommendations 


Votep: That the Board of Trustees approve the 
sense of the recommendation of the Committee 
on Coordination of Activities to the Board of 
Trustees “that a policy relative to the publica- 
tion of opinions and recommendations of associ- 
ated bodies and subordinate councils of the As- 
sociation be defined in sufficent clarity to permit 
the opportunity of debate but to remove implica- 
tions of authoritative statements of the Amer- 
ican Hospital Association,” and further, it was 


VotEep: That the Committee on Coordination of 
Activities be referred to the minutes of the 
meeting of the Board of Trustees held on June 
13, 1942, wherein it was stated “It was the sense 
of the meeting that resolutions of subsidiary 
groups which are published in HOSPITALS 
should carry a notation that they are not official 
and have not been approved by the Board of 
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Trustees or the House of Delegates,” and that 
the Committee state how this can be further 
clarified or implemented to meet this desire. 


Salaries and Wages Stabilization Order 


VoteD: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities that the American Hospital 
Association should not ask for blanket exemp- 
tion from the Salaries and Wages Stabilization 
Order, but that the difficult position of hospitals 
generally in this regard be brought to the atten- 
tion of the appropriate authorities. 


National Nursing Council on War Services, Inc. 


VotTep: That the Board of Trustees approve the 
following proposals, both of which have been 
approved by the Committee on Coordination of 
Activities: 
a—That the President of the American 
Hospital Association be elected to the Board 
of Directors of the National Nursing Council 
on War Services, Inc. 


b—That a Joint Committee of equal repre- 
sentation between the American Hospital 
Association and the National Nursing Coun- 
cil on War Services, Inc. be formed to de- 
velop a program on ways and means for 
meeting the war demands for nurses. 


Legal Advice on Model Charter for Hospitals 


VoteD: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities that the Council on Adminis- 
trative Practice be authorized to spend not more 
than $50 from their budgeted funds in order to 
obtain legal service on a model charter for hos- 
pitals. 


Increase in Membership of Blue Cross Plan Ap- 
proval Committee 


Vortep: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities that the Committee on Blue 
Cross Plan Approval be enlarged to accept the 
greater responsibility with the Plans and be re- 
quested to prepare concrete proposals for car- 
rying out the spirit and purpose of the “Bishop 
Resolution.” 


Wartime Service Bureau 


VotEp: That the Board of Trustees approve the 
following resolutions of the Committee on Coor- 
dination of Activities: 


RESOLVED: That in view of the returns re- 
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ceived on the request for funds for the 
Washington Wartime Service Bureau to- 
date, it is the feeling of the Committee on 
' Coordination of Activities that there are 
sufficient funds to take definite steps toward 
the establishment of the Wartime Service 
Bureau on substantially the basis originally 
recommended by the House of Delegates. 


RESOLVED: That the President, the President- 
Elect, and the Chairman of the Council on 
Government Relations be authorized to se- 
lect the Washington representative for the 
Wartime Service Bureau as soon as possible. 


8 Invitation to the Members of the Board of 
Trustees 


Votep: That the Board of Trustees appreciates 
the invitation to its members to sit in at meetings 
of the Committee on Coordination of Activities 
whenever possible, and that they will be happy 
to do so. 


9 Renewal of Contribution to Joint Public Educa- 
tion Program 


Action was deferred until consideration of the 
budget. 


10 Mid-Year Conference 


Votep: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities that the Committee on Mid- 
Year Conference be authorized to hold a meet- 
ing of state presidents and secretaries on Febru- 
ary 12 and 13, 1943. 


President Hamilton presented his plans for the 
February meetings. It was planned to hold the din- 
ner given by the Trustees to the presidents and 
secretaries on Friday, February 12. 


It was planned that the Board of Trustees would 
attend the meetings of the presidents and secre- 
taries. In order to expedite the business of the 
Board, it was felt that possibly two half-day ses- 
sions might be held. 


It was hoped that a meeting of the Board of 
Trustees and the Board of Directors of the Hospital 
Industries’ Association could be held on Saturday, 
February 13, with an agenda made up of sugges- 
tions from both Associations. The members of the 
Board were asked to send to the Executive Secre- 
tary any suggestions they might have for the 
agenda. 


11 McGill Commodity Service 


Votep: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
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tion of Activities that the $200 item of expense 
for the McGill Commodity Service, at present 
in the budget of the Council on Administrative 
Practice, be included in the budget of HOSPI- 
TALS. 


12. Requests to the War Manpower Commission 


VotTep: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities, and that they adopt the follow- 
ing resolution to be transmitted to the appropri- 
ate parties. 


WuerEas the President of the United States 
has centralized the mobilization of man- 
power under the direction of one individual, 
namely, the Honorable Paul V. McNutt, and 


Wuereas the greatly augmented tempo of 
war industry places upon hospitals the re- 
sponsibility of furnishing additional beds— 
while the hospitals realize their obligation 
to meet these increased demands, they find 
themselves forced to curtail their services 
due to lack of manpower. In some instances 
due to the acute labor shortage they have 
been actually forced to close parts of their 
institutions greatly needed for care of pa- 
tients. It is the opinion of the American Hos- 
pital Association that unless relief in re- 
cruiting workers is given to hospitals of the 
Nation so that they can staff their institu- 
tions with an adequate number of employees 
to maintain the basic minimum standards of 
good hospital care that this condition will 
grow worse and that the health and welfare 
of the Nation will suffer. Now, therefore, 


BE 1T RESOLVED: That the American Hospital 
Association request the Honorable Paul V. 
McNutt to take cognizance of the hospital 
situation in the organization of the Man- 
power Board to give due representation to 
hospitals on the Advisory Board, and be it 
further 


RESOLVED: That in the administration of the 
Selective Service Act hospital employees be 
given the same classification as that ex- 
tended to the employees of other essential 
defense industries. 


13 Resolutions Regarding Shortages of Personnel, 
Equipment and Rationed Supplies 


VoteD: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities, and that they adopt the fol- 
lowing resolution to be transmitted to the ap- 
propriate parties. 
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WueErEAS, full production to meet the needs 
of our Armed Forces and essential civilian 
organizations cannot be maintained without 
a healthy people, and 


WHEREAS, due to financial problems our vol- 
untary nonprofit hospitals have not, during 
the past ten years, been able to replace 
worn-out and obsolete equipment, and 


WHEREAS, hospitals are now confronted with 
serious shortages of personnel in all depart- 
ments due to their inability to compete with 
wages paid by war industry, and 


WHEREAS, the quantities of commodities and 
various articles of food, particularly meats, 
are only used by hospitals in amounts nec- 
essary to the welfare of their patients, and 
this amount is already well below the na- 
tional average, and 


WHEREAS, the present rationing and further 
impending rationing threatens to prevent 
a supply adequate for the care of patients 
and therefore creates a serious health prob- 
lem, and 


WHhHEREAS, the shortage of personnel and lack 
of equipment, if continued, must eventually 
hinder the war effort, 


Be It REso.vep: That the Board of Trustees 
of the American Hospital Association re- 
quest the Joint Advisory Committee of the 
American Hospital Association, Catholic 
Hospital Association, and American Protes- 
tant Hospital Association to bring these 
problems to the attention of Mr. Donald Nel- 
son, Chairman of the War Production Board, 
and Mr. Leon Henderson, Chairman of the 
Office of Production Management, urging 
the essentiality of immediate action: 


1 Making available to hospitals necessary 
labor saving devices and technical equip- 
ment, 


2 Approving requested increases in salaries 
and wages for hospital personnel, 


3 Granting hospitals the same quantities of 
fuel, taking into account changes in 
weather conditions, as used during the 
same period of the previous year. 


14 Increase in Salary Budget for the Library 


Action was deferred until consideration of the 
budget. See “Library Salaries.” 
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15 Contribution to Inter-American Hospital Asso- 
ciation 


The recommendation of the Committee on Coor- 
dination of Activities that the Board of Trustees 
add to the budget proposal of the Executive Sec- 
retary the sum of $1000 in anticipation of a request 
by the Inter-American Hospital Association for a 
contribution to the development of an Institute in 
Central America was discussed. 


Vortep: That the American Hospital Association 
underwrite the sum of $1000 in anticipation of a 
request by the Inter-American Hospital Associ- 
ation for a contribution to the development of an 
Institute in Central America, and further, that 
an attempt be made to secure the funds from 
outside sources. 


It was understood that this was the sole ap- 
propriation that would be made to the Inter- 
American Hospital Association by the American 
Hospital Association. 


16 Meeting to Consider Formulation of Plan for 
Internships and Residencies 


Vortep: That the Board of Trustees approve the 
recommendation of the Committee on Coordina- 
tion of Activities that on behalf of the American 
Hospital Association the President calla meeting 
of representatives of vitally interested organiza- 
tions to consider the formulation of a plan for 
internships and residencies which would recog- 
nize in the best manner the needs of the Armed 
Forces and civilian hospitals. 


Appointments to Standing and Board Committees 


President Hamilton submitted a list of his ap- 
pointments to the Standing and Board Com- 
mittees. 


Vortep: That these appointments be approved as 
presented. 


Library Salaries 


Recommendation 14 of the Committee on Coor- 
dination of Activities regarding salaries to be paid 
the library personnel was discussed. The salary 
proposed for the new librarian was $1100 a year in 
excess of that paid the present librarian. It was 
stated that this would be completely out of line 
with the salary structure of the organization. The 
thought was expressed that the administrative offi- 
cer should make decisions regarding salary rates. 


VotEepD: That Recommendation 14 of the Com- 
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mittee on Coordination of Activities be tabled 
until the February meeting. 


Council Budgets 


The budgets of the various councils which make 
up the Committee on Coordination of Activities 
were considered. ' 


VortEpD: That the proposed budget of the Com- 
mittee on Coordination of Activities in the 
amount of $9900 be approved. 


Recommendation 17 of the Committee on Coor- 
dination of Activities, as follows, was presented. 


VotTED: That the Committee on Coordination of 
Activities regrets the fact that the estimates of 
the Executive Secretary for the coming year 
necessitate a stringent reduction in the sum 
available for the operation of the activities of 
the Councils for the coming year, therefore it 
has reduced its request for appropriation for 
Council disbursements from a sum of $18,425 in 
1942, to $9600 in 1943. However, it does so with 
the understanding and request that should the 
expected income available for appropriation of 
the Association be increased either by an excess 
over the estimated income or by activities con- 
nected with the exhibitors or an annual conven- 
tion, that it be permitted to submit at the time of 
the February meeting, or soon thereafter, a re- 
quest for further appropriation for its activities. 


VotTEeD: That Recommendation 17 of the Com- 
mittee on Coordination of Activities be ap- 
proved. 


Votep: That in view of W. P. Morrill, M.D., hav- 
ing assumed the responsibilities for the Com- 
mittee on Coordination of Activities he be paid 
an additional $125 a month for the months of 
November and December, 1942, for such services. 


Budget for 1943 


VoTEp: That the budget for 1943 as presented 
by the Executive Secretary be approved, with 
the addition of an appropriation of $1500 for the 
activities of the Blue Cross Plan Approval Com- 
mittee, $1000 for the Inter-American Hospital 
Association, and $200 for the McGill Commodity 
Service for HOSPITALS. 


It was agreed that five per cent of the 1942 in- 
come be set aside for reserves, but that the amount 
be kept in cash. 
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Insignia or Badge for Hospital Employees 


Votep: That the American Hospital Association 
design an official pin and/or button to be worn 
by employees of hospitals and to be sold by the 
Association to hospitals, and that Basil C. Mac- 
Lean, M.D., be appointed to assist the Executive 
Secretary in the execution of the motion. 


Miscellaneous 


The Board were informed that the California 
State Nurses Association had set up a schedule of 
minimum salaries and personnel practices for in- 
stitutional nurses. Some institutions rejected the 
schedule and the matter is now in the hands of the 
War Labor Board. 


Letters that had been sent to nurses by the Lo- 
cal Committee on Red Cross Nursing Service of 
the American Red Cross, Pacific Area, and from 
the Alameda County Nursing Council for War 
Service in an effort to recruit nurses were read. 
It was felt that this subject should be a matter 
of discussion by the Joint Committee of the Amer- 
ican Hospital Association, and the National Nurs- 
ing Council for War Service. 


President Hamilton requested members of the 
Board of Trustees to look through the member- 
ship list in the Transactions and send him their 
suggestions of persons to fill the positions of Ex- 
ecutive Secretary and/or Editor of HOSPITALS, 
and of Director of the Wartime Service Bureau. 


The “Buerki Resolution” was brought before the 
Board of Trustees for their information. It is in 
effect a plan to meet the need for additional 
nurses by asking a few of the girls’ schools and 
colleges to accept for training in nursing a num- 
ber of women selected from the WAAC’s, that the 
women be sent to these schools at the expense of 
the Army, and that the course be a concentrated 
course of eighteen months. 


Next Meeting 


The Board of Trustees will meet February 12, 
1943, at the headquarters of the Association, 18 
East Division Street, Chicago, Illinois. 


There being no further business, the Board ad- 
journed at 1:45 p.m. 
Respectfully submitted, 


Bert W. CALDWELL, M.D. 
Executive Secretary 
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Salary Stabilization—Victory Tax Provisions 
Clarification of the Application to Hospitals of Executive Order 9250 


and Revenue Act of 1942 


pared by the Council on Government Rela- 
tions of the American Hospital Association 
and is issued by the Council, at the request of the 
President and the Trustees of the Association, as 
the most authentic statement relative to these two 
subjects which rulings and interpretations, thus 
far made, will permit. 
Clarification of the application to hospitals 


T? MATERIAL here presented has been pre- 


of— 

1 Federal salary stabilization, Executive Or- 
der 9250. 

2 Victory tax provisions in the Revenue Act 
of 1942. 


It is believed that this information will be help- 
ful to hospitals in conforming to these new re- 
quirements, and the careful perusal of the mater- 
ial here presented will answer most of the ques- 
tions confronting the hospital administrator at 
this time. 

The Council has had the invaluable aid of Rod- 
eric Wellman, Esq., of New York City, in prepar- 
ing this material. 

COUNCIL ON GOVERNMENT RELATIONS 
Rt. Rev. Msgr. M. F. Griffin Gerhard Hartman 
John N. Hatfield Arden E. Hardgrove 


Fred Carter, M. D. Claude W. Munger, M.D., 
Chairman 


Introductory 

Pursuant to the Act of Congress of October 2, 
1942, amending the Emergency Price Control Act, 
the President issued Executive Order No. 9250 on 
October 3, 1942. 

Upon this authority the Economic Stabilization 
Director issued regulations relating to wages and 
salaries, which were approved by the President 
on October 27, 1942. 

These regulations divided jurisdiction between 
the National War Labor Board and the Commis- 
sioner of the Internal Revenue. From the former 
have come numerous general orders and interpre- 
tative rulings, and from the latter a separate set 
of regulations. In the interest of brevity and 
clarity this report is confined to those provisions 
which apply generally to hospitals. It is therefore 
to be understood that exceptional problems may 
require further special study of the voluminous 


rules. Definitions 


As used in the Executive Order the term “em- 
ployer” has been ruled to include the voluntary 
hospitals. 

“Salary” means all forms of compensation com- 
puted on a weekly, monthly, or annual or other 
comparable basis. 
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“Wages” means compensation computed on an 
hourly, daily or piece-work basis. 

Since practically all hospital employees are on 
a salary basis, the complicated variations applying 
only to control of “wages” as such are omitted 


from this report. —— 


The War Labor Board has jurisdiction over the 
adjustment of all salaries up to $5000 a year, ex- 
cept for those employed in an executive, admin- 
istrative, or professional capacity who are not rep- 
resented by a duly recognized union. 

The Commissioner of Internal Revenue has jur- 
isdiction over all salaries in excess of $5000 and 
over smaller salaries of unorganized executive, 
administrative and professional employees. 

However, there is a further qualification as to 
these smaller salaried groups which affects juris- 
diction: 

An executive employee is one receiving not less 
than $30. a week (exclusive of maintenance), 
whose primary duty is the management of the 
establishment or of a recognized department or 
subdivision thereof, who exercises discretionary 
powers and whose recommendation has particular 
weight in hiring, firing and promoting. 

An administrative employee is one receiving not 
less than $200 a month (exclusive of mainten- 
ance), who assists an executive or who performs 
responsible work related to management policies 
or general operations involving independent judg- 
ment and under only general supervision. 

A professional employee is one receiving not less 
than $200 a month (exclusive of maintenance), 
engaged in work predominantly intellectual in 
character, requiring the consistent exercise of dis- 
cretion and judgment and calling for knowledge 
in a field of science or learning acquired by a 
course of specialized instruction and study. The 
specified salary floor, however, does not apply to 
a holder of a license to practice medicine or any 
of its branches who is actually engaged in the 
practice thereof. 

In other words, the War Labor Board and not 
the Commissioner of Internal Revenue has juris- 
diction over those below the specified salary floors, 
even though they otherwise fit the description of 
executive, administrative or professional employ- 
ees and though they belong to no union. This state- 
ment is subject to the single exception that an un- 
organized licensed practitioner of any branch of 
medicine is under the jurisdiction of the Commis- 
sioner of Internal Revenue, regardless of how 
much or how little he earns. 
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It is to be noted that almost all nurses and many 
technicians, even if not unionized, would come 
under the War Labor Board because they receive 
less than $200 a month exclusive of maintenance. 

Official Approval 

Except in cases within the exemptions listed 
under a later subheading, all salary increases must 
be approved by the appropriate authority before 
being put into effect. This applies to proposed ad- 
justments of salaries up to $5,000 after October 27, 
1942, and of salaries more than $5,000 after Octo- 
ber 3, 1942. 

A larger bonus payment after these dates does 
not require approval if there is no change in the 
percentage on which the bonus is based. Such an 
increase would merely be the natural effect of a 
raise in salary made before the dates referred to. 
A fixed sum bonus may not be increased without 
approval. 

Where an individual is hired at a salary in ex- 
cess of that previously established in the hospital 
for employees of similar skill and ability in the 
same classification, approval is required. 

Where a new job classification is established by 
the hospital, the salary rate must be approved 
unless it is fixed “at a level not exceeding that 
which prevails for similar classifications. within 
the area.” It is to be noted that if such a classifi- 
cation is not peculiar to hospitals, other employ- 
ments in the area may be used in determining the 
level. 

Within the discretion of the approving authority 
increases may be made retroactive to the date of 
the application for approval. 

Policy Governing Approval 

The Executive Order of October 3, 1942, contains 
the following: 

“The National War Labor Board shall not ap- 
prove any increases in wage rates prevailing 
on September 15, 1942, unless such increase is 
necessary to correct maladjustments or in- 
equalities, to eliminate substandards of living, 
to correct gross inequities, or to aid in the ef- 
fective prosecution of the war.” 

The War Labor Board has issued a statement of 
policy pursuant to these general principles, in- 
cluding the following points: 

“Where a group comprising all employees 
in a hospital or in a bargaining unit has re- 
ceived increases amounting to 15 per cent over 
the level prevailing on January 1, 1941, the 
Board will not grant further increases as a 
correction for maladjustments. This policy, 
however, is not applicable to individual work- 
ers or to employees in particular job classifi- 
cations. 

“The rate inequalities and the gross inequi- 
ties which may require adjustment are those 


“which represent manifest injustices that 
arise from unusual and unreasonable differ- 
ences in rates.” 

“Cases involving substandards of living will 
be considered on their individual merits.” 

“The Board will not approve increases for 
the purpose of influencing or directing the flow 
of manpower. When in a particular case man- 
agement and labor, in cooperation with the 
War Manpower Commission and other govern- 
ment agencies, have taken concerted action to 
solve a manpower need, the Board will con- 
sider a request to correct whatever inequali- 
ties or gross inequities may then need correc- 
tion.” 

This, the only reference in the policy statement 
which might be considered to deal with “aid in 
the effective prosecution of the war,” rather com- 
pletely shifts initial responsibility to other author- 
ities in this important regard. The adequate main- 
tenance of hospital facilities is essential to the war 
effort and cannot be accomplished if personnel is 
lacking. Yet it would appear that little hope for 
relief can be placed in the War Labor Board. 

The Commissioner of Internal Revenue has is- 
sued no statement of policy as such, but one of 
his regulations provides as follows: 

“The burden of justifying an increase in salary 
rate shall in every instance be upon the em- 
ployer seeking to make such increase. In- 
creases in salary rates will not be approved 
unless necessary to correct maladjustments 
or inequalities, or to aid in the effective prose- 
cution of the war.” 


Exemptions 


Adjustments may be made in salary rates with- 
out the approval of the Board or the Commis- 
sioner, if they are made in accordance with the 
terms of a salary agreement or salary rate sched- 
ule and as a result of 

(a) initial promotions or reclassifications, 

(b) individual merit increases within estab- 

lished salary rate ranges, 

(c) operation of an established plan of salary 

increases based on length of service, 

(d) increased productivity under incentive 

plans, 

(e) operation of a trainee system, or 

(f) such other reasons or circumstances as 

may be prescribed in orders, rulings, or 
regulations, promulgated from time to 
time. 

The salary agreement or rate schedule referred 
to must have been in effect on October 27, 1942, 
where salaries up to $5000 are involved, or on Oc- 
tober 3, 1942, for larger salaries. . 

A proposed revision of a salary rate schedule 
may itself be made the subject of an application 


HOSPITALS 





for 
cre 
req 


hos 
sali 


ing 
dut 
Als 
if « 
tio} 


affe 
no 

reg 
mi; 
set 


zat 


lis’ 














for approval. After it has been approved, any in- 
creases of the kinds above enumerated will not 
require further approval. This method may in 
many cases not only save effort but provide the 
hospital with a safe and workable basis for future 
salary policy. 

Timely reclassifications can be made by includ- 
ing in the scope of any particular kind of job the 
duty to instruct or keep an eye on new employees. 
Also, “individual” merit increases may be given, 
if deserved, to everyone in a particular classifica- 


“ee Effect of Unlawful Increases 


The civil penalties provided do not at present 
affect nonprofit institutions. One of them is that 
no part of a salary paid in contravention of the 
regulations can be used in computing costs. This 
might become relevant if price ceilings are to be 
set for hospitals. 

The criminal penalty for wilful violation is a 
maximum fine of $1000 or a year’s imprisonment 


of both. 
How to Apply 


Where the War Labor has jurisdiction: 

Ask for form NWLB-10 by letter to the Wage 
and Hour Division, U. S. Department of Labor, in 
the nearest large city in your state. 

If you are in doubt whether an official approval 
will be required, you may ask for form NWLB-1, 
which is a request for a ruling on this point. 

Where the Commissioner of Internal Revenue 
has jurisdiction: 

Ask for form SSU-1 by letter to Salary Stabili- 
zation Unit, U. S. Treasury Department, at the 
appropriate location according to the appended 
list. 

For a preliminary request for a ruling ask for 
form SSU-2. 

Location and territorial jurisdiction of regional of- 
fices of the Salary Stabilization Unit 


Boston, Maine, New Hampshire, Vermont, 
Massachusetts Massachusetts, Rhode Island, Con- 
necticut 
New York, New York, Northern New Jersey 
New York (Fifth Collection District) 
Philadelphia, Southern New Jersey (First Col- 
Pennsylvania lection District), Pennsylvania 


Delaware, Maryland, District of 
Columbia, Virginia, West Virginia, 
North Carolina 


Washington, District 
of Columbia 


Atlanta, South Carolina, Georgia, Florida, 
Georgia Alabama, Tennessee 

Cleveland, Ohio, Kentucky 
Ohio 

Detroit, Michigan 
Michigan. 

Chicago, Indiana, Illinois, Wisconsin, Minne- 
Illinois sota, North Dakota, South Dakota 

Kansas City, Missouri, Iowa, Nebraska, Kansas, 
Missouri Colorado 

Dallas, Arkansas, Oklahoma, Mississippi, 
Texas. Louisiana, Texas, New Mexico 

Seattle, Washington, Oregon, Idaho, Mon- 
Washington tana, Wyoming, Alaska 

San Francisco, Northern California (First Col- 
California lection District), Nevada, Utah, 


Hawaii 
Southern California (Sixth Collec- 
tion District), Arizona 


Los Angeles, 
California 
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Victory Tax 
Under the terms of the Revenue Act of 1942 a 
Victory Tax of 5 per cent of earnings is imposed 
on all individuals in addition to the Federal in- 
come tax. 
It applies only to earnings in excess of $12 per 


_week and must be withheld by the hospital as 


employer each week that wages or salaries are 
paid, beginning January 1, 1943. The tax must be 
withheld even where the employment is intermit- 
tent, provided more than $12 is earned by the em- 
ployee in the week in question. 

A receipt for the amount withheld must be given 
by the hospital to the employee on each occasion. 

The hospital is required to pay the tax quarterly 
to the Collector of Internal Revenue. 

For the purpose of this tax all salaried profes- 
sionals who are actually in the employ of the hos- 
pital are included. Special nurses are not regarded 
as employees of the hospital. Where the hospital 
pays them this is done on behalf of the patient. 

The tax is to be computed on all forms of re- 
muneration, not on cash alone. Thus VT-Procedure 
No. 5426 contains this provision: 

“Quarters and subsistence would constitute 

remuneration unless furnished in the interest 

and for the sole convenience of the employer.” 

This regulation is based on a Treasury Depart- 
ment decision of several years’ standing having 
to do with the Federal income tax. It was reasoned 
that where a hospital insists that a nurse, for in- 
stance, shall live in the hospital or an adjacent 
nurses’ home as a condition of employment, such 
maintenance cannot properly be regarded as part 
of her compensation. The same principle applies 
to meals where the hospital does not want to have 
personnel consume extra time in going out for 
meals. 

In these times particularly the safety of patients 
in case of air raids may require that more person- 
nel than formerly should be on instant call at all 
times. 

In other cases, where maintenance cannot be 
considered as necessary to the job, it must be 
evaluated and considered in computing the basis 
for the tax. Any reasonable system of evaluation 
used by the hospital may be adhered to for this 
purpose. 

The Internal Revenue Bureau in New York City 
has given assurance that the intention is to ad- 
minister the Victory Tax in the same manner as 
the income tax, so far as the question of main- 
tenance is concerned. 

The Victory Tax return forms are expected to be 
distributed to all employers before the end of the 
year. They will be accompanied by full instruc- 
tions and tax rate charts for weekly, semi-monthly 
and monthly payroll periods. The latter are for 
convenience in computing the tax. 
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War Risk Insurance Via Inventory 


DAVID M. DORIN 


tory of Contents in your hospital. Have you 

taken out war risk insurance? You do carry 
fire insurance! Should you have a small fire in a 
certain part of your hospital or should one wing 
be destroyed, do you know and have you on rec- 
ord, the contents of that wing? What have you in 
all types of furnishings and equipment? Do you 
know what equipment you have in your x-ray de- 
partment or physical therapy department? How 
many office desks, coffee urns, or auditorium chairs 
have you? Check your records and your files and 
bring them up-to-date. Is there a copy of the in- 
ventory in a bank vault or in the office of your 
president or of some trustee? In case of total de- 
struction, a record inventory outside the hospital 
should be on file. 


What should your inventory consist of? What is 
equipment and what is the building proper? What 
part of the engine room equipment is listed under 
the head of building equipment? What part of 
kitchen equipment is included? Are there inven- 
tory forms and can the insurance companies assist 
you? How can you get the proper valuation? How 
do you figure depreciation? 


Né: is an excellent time to check on Inven- 


Furnishings and Equipment 


There are three divisions under the term fur- 
nishings and equipment: 


1 Unattached loose furnishings or equipment— 
that is, anything that can be moved without 
mechanical detachment such as beds, dressers, 
chairs, office desks, operating room tables, 
portable lamps, etc. 


Attached furnishings and equipment—that is, 
any that require mechanical detachment such 
as x-ray machines, electric fans, sterilizers, 
lamp equipment as in operating rooms, coffee 
urns, etc. 


Built-in furnishings or equipment—that is, 
any that are permanently attached to the 
building such as counters in kitchens, laundry 
machines, engines, pumps, boilers, etc. 


e * Arathor 


@ David M. Dorin is Assistant Director of 
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All other equipment, such as toilet bowls, wash 
basins, built-in medicine cabinets, electric fixtures, 
floor covering (inlaid linoleum or rubber) are not 
included as furnishings or equipment. 


Engine Room 


Under the engine room equipment, list all boil- 
ers, engines, machines, pumps, all motors including 
elevator motors, all ventilating motors, and any 
other motors throughout the building, indicating 
size in horse power, make, and type. Do not in- 
clude piping, valves, electric conduits, starting 
boxes for motors or electric panel boards. While 
it is true that such equipment as boilers, motors, 
dynamos, etc., permanently attached to the build- 
ing, are already included in your building ap- 
praisal, it is best to have your own record on hand. 
Therefore, include these under equipment. 


Kitchen 


In kitchen equipment, include gas ranges, dish 
washing machines, potato peelers, burnishing ma- 
chines, stock kettles, movable counters, coffee urns. 
Do not include built-in cafeteria or serving coun- 
ters. In serving pantries, include traveling food 
trucks, coffee urns, dish washing machines, all 
movable counters, steam tables, if attached bv 
piping only. Do not include built-in refrigerator 
boxes or counters. Dumbwaiter motors, if elec- 
trically driven, should be included under engine 
room. 


Laundry 


In laundry, include all equipment such as wash- 
ing machines, wringers, driers, mangles, pressers 
of all kinds, all motors, laundry trucks metal and 
canvas, stamping machines, etc. Indicate name, 
type, and size on all equipment. Do not include 
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metal shelving, floor covering, ventilation system 
or partitions of any kind unless portable. 


X-Ray Department 


In x-ray diagnostic department, include all 
equipment by units. In dark room of x-ray depart- 
ment include only movable equipment. Do not in- 
clude developing sinks or built-in dryers, or elec- 
tric view boxes if not portable. Follow the same 
pattern in x-ray therapy department. 


Physical Therapy Department 


Physical therapy department should include all 
types of ultra wave machines and ultraviolet 
lamps, static machines, baking cabinets, galvanic 
unit machines if portable, fever cabinets, steril- 
izers, oscillating beds, diathermy machines, etc. Do 
not include whirlpool baths, bath tubs, built-in 
medicine cabinets, glass shelves, partitions if per- 
manent, floor coverings (except loose coverings). 


Operating Rooms 


Operating rooms should include all types of ap- 
paratus, such as anesthesia machines, pressure- 
suction machines, transfusion cabinets if portable, 
carts, operating tables, lights, drums, stands, steril- 


izers, fracture tables. Do not include dressing lock- 
ers unless portable. 


General Plant Equipment 


Under the heading, general plant, list such items 
as window cleaners belts, benches, cans, all types 
of clocks electric and watchmens, fans, hose, key 
machines, ladders, trucks, dollies, scales, and all 
fire equipment including extinguishers. 


Storerooms 
In storerooms, take general inventories. 


As a further guide, the following are to be 
covered: 
Wards 


Private and Semi-Private Rooms 
Utility Rooms 

Dietary Department 

Pantries 

Laboratory Equipment 

Operating Rooms 

X-ray and X-ray Therapy Departments 
Physical Therapy Department 

Dental Department 


PATIENT’S FLOORS FURNITURE 


Description of Article Model or Type Size or Capacity 


Beds—Metal 


Over Bed Tables—Metal 
Night Tables—Metal 


Night Tables—Wood 





Straight Chairs—Metal 


10th Floor | 


9th Floor | 


8th Floor 7th Floor 6th Floor 























Straight Chairs—Wood 








Easy Chairs—Metal 














Easy Chairs—Wood 


Foot Stools—Metal 








Foot Stools—Wood 





Dressers—Metal 


Dressers—Wood 


Dresser Tops—Glass 


Mirrors 











Bookcases—Wood 














Mattresses 








Pillows 








Writing Desks—Wood 





Writing Benches—Wood 
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Electrocardiograph Department 

Basal Metabolism Department 

Out-Patient Department 

Laundry Equipment 

Photographic Equipment 

Pharmacy Department 

Office Furniture 

Interns Quarters 

Nurses Quarters 

Class Rooms 

Auditorium Equipment 

General Plant 

Storerooms 

Engine Room and Shops 

In starting inventory, there are no available 
forms. The “Furniture” table in this article will in- 


dicate method. The insurance companies can assist 
you if you are in doubt. Inventory must be taken 


systematically. If you wish a permanent record of 
equipment a more elaborate system must be kept 
up, under the heading of perpetual inventory of 
furnishings and equipment. In this case, all fur- 
nishings and equipment will require an identifica- 
tion mark either by tagging permanently or by 
painting on unexposed parts. If you wish a valua- 
tion inventory only, a thorough check up must be 
made in a systematic listing by areas or floors. Do 
not include in inventory any furnishings or equip- 
ment which are old enough to be discarded. Re- 
member that all insurance companies invariably 
consider depreciation. In determining cost, two 
methods can be pursued: 1) take your record of 
original cost, if you do not have such a record get 
it from your dealer, and ask him to assist you in 
computing evaluation and depreciation; 2) obtain 
the cost of the type of equipment under considera- 
tion as though you intended purchasing it, then 
ask your dealer to determine the depreciation ac- 
cording to its age and condition. 





Accounting for Charity Work 


The various social security proposals for the fi- 
nancing of hospital care and the growing tendency 
for governments to pay at least a part of the cost 
of caring for various types of governmental em- 
ployees soon will require that the hospital make an 
accurate and provable statement of the cost of 
caring for these patients. 


The most common practice now is for the gov- 
ernmental agency to set its own rate and present 
it on a “take it or leave it” basis—and often to 
apply some pressure by implying that the hospital 
which is not willing to accept this price is “not 
willing to cooperate with the government.” 


This system is not only arbitrary but due to the 
wide variation between the quality of care offered 
by different hospitals, and to the wide variations in 
costs as a result of purely local conditions, is in- 
escapably inequitable. 


Governmental agencies usually explain that 
they must treat all alike and interpret that as 
meaning they must pay all alike irrespective of 
their individual variations in cost. 


Likewise, the increasing cost of government is 
leading legislators and tax authorities into a mad 
scramble to find new sources of revenue and to 
cast an envious eye on tax free properties, includ- 
ing voluntary hospitals. Without any deliberate 
attempt to hamstring the charity work of volun- 
tary hospitals, there is a very evident trend toward 
setting some standards by which to judge whether 
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a nonprofit corporation is or is not actually doing 
enough charity work to entitle it to tax exemption. 


The only way by which voluntary hospitals can 
meet this threat is by so adjusting their accounting 
systems as to show definitely the actual cost of 
charity work done. 


The usual hospital accounting system makes no 
book charge for the care of charity patients and 
the charges made for patients paying less than 
cost rates are at the rate agreed upon rather than 
at the actual cost. 


Admittedly, this is the simplest and easiest way 
to reconcile the earned income accounts with ac- 
tual collections. But it is vulnerable in that it does 
not provide a means of showing directly the cost 
of its charity work. 


A much more sound and less assailable method 
would be to charge against each charity or less 
than cost patient the average cost—and this cost 
should include permissible reserves for deprecia- 
tion—and then to credit his account with the dif- 
ference between this cost figure and the amount 
he has arranged to pay. The amount credited to 
the patient’s account as discount can then be 
charged to a definite “charity account.” 


At the end of the month or year this “charity 
account” will then show in a definite and unassail- 
able form the actual cost of the charity services 
rendered during the period. 
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The Hospital's Responsibility in Postgraduate 
Education of the Visiting Staff 


FRANK R. BRADLEY, M.D. 


of desire, of atmosphere. It is really part and 

parcel of the life of the physician, the nurse, 
the hospital administrator, and in fact, of all pro- 
fessions. Continued education has interested phy- 
sicians since Hippocrates. Of a certainty, this 
interest extended to the Aesculapia, or hospitals, 
of that day. Really, there is little new about the 
subject. An extensive literature, both basic and 
technical, has grown up, and the truth demands 
that I tell you much of what follows is plagiarism, 
but as Kipling says: 


Picticsre, EDUCATION is a matter of attitude, 


“When ’Omer smote ’is bloomin’ lyre, 
He’d ’eard men sing by land an’ sea: 
An’ what he thought ’e might require, 
’E went an’ took—the same as me!” 


The secret of good postgraduate education is 
largely in having an enthusiastic and interested 
visiting staff. The reward is better medical care to 
the patient. There must be a leader who himself 
is enthusiastic and who can in turn inspire the 
staff to sustained interest in continued education. 
With such a leader, the most commonplace and 
often tedious routine becomes touched with amaz- 
ing interest. 


Stimulate the interest of the attending staff and 
any teacher becomes an orator. The reason is clear 
enough. 


“Oratory is of the audience rather than the 
orator. Take a cold bar of iron. Lay it on an 
anvil, and smite it—hammer it as you will. 
The off-come is clamor—a clangorous horror 
of uproar. But heat the bar white-hot. Lay it 
again on that same anvil, and with the same 
hammer strike that selfsame blow. Instead of 
clangor, the result beautiful is a fire-shower. 
And on the hot and spitting iron remains the 
deep mark of your effort.” 


And so it can be with postgraduate education and 


Presented at the American Hospital Association War Confer- 
ence, St. Louis, 1942. 
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the visiting staff. “It may be your pat occasion 
when man and hour meet.” Get the interest of 
your staff at white-heat. Lay it on the anvil of 
opportunity, and then strike with the hammer of 
teaching, and the rest is known to you. And yet, 
as said before, it will be the class and not the 
teacher who will furnish the eloquence. 


Continued Education Vital to Maintaining the 
Professional Standard of the Hospital 


Continued education of the visiting staff is vital 
in maintaining the professional standard of the 
hospital. It requires sustained effort on the part 
of both the trustees and the medical staff. The 
hospital administrator plays an important role by 
being the liaison officer between the medical staff 
and the governing body. This calls for the highest 
type of cooperative effort, combined with intel- 
ligent appreciation of the results obtained in all 
departments of the hospital. Organization of the 
medical staff is essential. There is no other way to 
reach and maintain a high standard of postgradu- 
ate training which, in turn, means a high standard 
of clinical care given the patient. 


Organization makes possible staff conferences, 
which are a basic requirement for approval by the 
American College of Surgeons. These conferences 
devoted to the problems of scientific medicine play 
an important part in continued education. It is an 
ideal place to present experimental work, clinical 
methods, and the development of new methods 
and technics. Pathologic, radiologic, physiologic, 
and other conferences in any hospital are an ef- 
fective means of keeping abreast. If, in addition, 
the hospital has developed internships and resi- 
dencies on a truly educational basis, the effect is 
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much greater. A further advantage is that the staff 
may furnish definite evidence that the care of the 
patient is of high quality; a clinical audit if you 
will. 


At these conferences much depends on the per- 
sonality and ability of the chairman. He must, as 
we have indicated, be not only able to arouse in- 
terest and enthusiasm and to attract and inspire 
staff members to attend and give their best work, 
but he must be able to conduct the meeting in a 
business-like manner and see that the discussion 
follows a definite course. The more educational 
and scientific manner in which material can be 
presented, the more interest will be aroused. It is 
unfortunate that general practitioners often do not 
have access to these excellent educational oppor- 
tunities in the hospitals. It would be a wise plan 
if hospitals that have well developed staff con- 
ferences and teaching programs for the visiting 
staff would invite the general practitioners of the 
area to attend the staff meeting. 


Postgraduate Education 


The report of the Commission on Graduate 
Medical Education, published by the University of 
Chicago Press in 1940, gives much information 
that is particularly helpful. This publication not 
only treats the subject of postgraduate education 
for general practitioners but for specialists, and 
what is of particular importance today, the post- 
graduate education as it applies to the intern, as- 
sistant resident, and resident. The war accentuates 
the need for continued education of the visiting 
staff. It is conceivable, particularly in the more 
urban communities, that physicians not now ad- 
mitted to practice in many hospitals may properly 
seek such privileges, and if it is decided to grant 
them this privilege, here is a splendid opportunity 
to ask that they take some type of postgraduate 
training. We do this for staff nurses who return to 
hospital duty after having been away from the 
hospital for some time, and the results are gratify- 
ing to the nurse and to the hospital. 


Education Through Day-to-Day Association with 
Colleagues 


“There is a type of education which is not al- 
ways recognized as such, namely, the day-to-day 
association with colleagues in the same or in dif- 
ferent fields of medical practice. This is one of the 
values of hospital staff appointments, since they 
multiply such opportunities. While in its formal 
aspect this becomes a consultation, much educa- 
tion of this sort goes on informally in the dressing 
rooms, on the wards, and in the corridors of the 
hospitals. The value of this daily contact with an 


‘Report of the Commission on Graduate Medical Education,” 
University of Chicago Press; 
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organized well-trained staff cannot be overempha- 


sized.” 
Consultations 


A word about consultations. The young physi- 
cian is fortunate who learns early to have medical 
consultation for his patients whose conditions are 
difficult to diagnose or who are critical. Early con- 
sultation protects him from censure by the family 
for not obtaining aid. Even if the patient is im- 
proving, the family will often call in a consultant, 
with or without the consent of the attending phy- 
sician. Such situations are always embarrassing, 
and usually not best for the patient. The attending 
physician not only protects himself from such em- 
barrassment, but shares the responsibility for the 
care of the patient with a consultant. The physi- 
cian who has learned this also prevents himself 
from falling into the grievous and all too common 
error of considering himself infallible. 


The Post-mortem Examination 


One of the best graduate courses in instruction 
is the post-mortem examination. It is, furthermore, 
one of the best preventatives of the error of in- 
fallibility, and although it is but seldom so con- 
sidered, is an excellent source of consultation, the 
pathologist being the consultant. Post-mortem ex- 
aminations are disagreeable and expensive, but 
essential. The responsibility of the hospital to ob- 
tain post-mortems is definite. The information 
gained is not only useful for postgraduate instruc- 
tion of the attending staff, but the experience thus 
gained, improves his clinical judgment and skill. 
The hospital administrator should make the same 
check through the medium of the record librarian, 
the staff history meetings, reports to the American 
College of Surgeons, to the American Medical As- 
sociation, and by personal observation. 


Interns and Medical Staff 


We may not realize that an adequate number of 
interns is a most essential contribution on the part 
of the hospital toward the continued education of 
the visiting staff. Why? First, because the visiting 
physician is required to teach the interns. In teach- 
ing the teacher becomes a student. Teaching is a 
stimulus of no mean virtue to the teacher. Some 
men are natural teachers, but most of us can do 
the job if required. Second, the intern fresh from 
medical school brings to the hospital and to the 
visiting staff knowledge of new diagnostic technics 
and methods of treatment, and ofttimes if the 
intern has had previous training at a large or 
teaching hospital and possesses the ability to carry 
out the procedure, he may become the teacher 
instead of the pupil. 


The Visiting Staff and General Practitioners 


We have discussed chiefly informal postgradu- 
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ate education. It is possible to give more formal 
postgraduate education to the visiting staff, espe- 
cially to general practitioners. The responsibility 
for the more formal type of postgraduate educa- 
tion will in all probability be that of the medical 
schools, although the medical societies and spe- 
cialty societies can and do plan and promote such 
courses. The Public Health Services, local, state, 
and federal, have been maintaining courses for 
some time. However, it is the hospital which pro- 
vides the place and much of the clinical material 
which constitutes a large part of the cost, and this 
seems to be eminently fair and just. 


Libraries 


Libraries play a very important role in the post- 
graduate education of the visiting staff, and the 
hospital which maintains an active library is ful- 
filling its responsibility in this respect, and fur- 
thers the education of the intern and nursing staff 
as well. Several medical libraries make packet 
libraries available at nominal cost. Packets of up- 
to-date and carefully selected articles are listed in 
a card index, and when a physician inquires about 
a certain subject, these packets are sent to him. 
The American College of Surgeons makes this 
service available to its fellows. The American Hos- 
pital Association also has a library service; al- 
though most of the subjects are not always clinical 
they are of value to the physician. There is no 
reason why medical societies having a well stocked 
library should not give this service at a nominal 
cost to hospital staffs, and hospital administrators 


should arrange with their staff committees to seek 
this service. 

This subject of continued education is so fascin- 
ating and can lead to such varied and interesting 
topics that one regrets to stop, but there must be 
a conclusion. The need for postgraduate education 
for the visiting staff may be illustrated by the fol- 
lowing story: 

“If to-day” said a New York City physician, of 
abundant patients and sufficient fame, “I were to 
practice my profession as I did a score of years 
ago, I would be jailed for malpractice. And a score 
of years ago had I practiced my profession as I 
do to-day, I’d have been jailed for malpractice. So 
much has the world of surgery and medicine 
turned over in twenty years.” The hospital can not 
escape the great responsibility to stimulate con- 
tinued education of the visiting staff, to collaborate 
in every way with the staff, and to see that facil- 
ities for teaching are available. Staff consultations, 
as far as the hospital is concerned, furnish perhaps 
the best type of continued education. They are a 
definite advantage to the patient, to the physician, 
to the hospital, and to the community. Encourage- 
ment of frequent consultations and post-mortem 
examinations contribute greatly. An adequate in- 
tern staff is essential, but the secret is an enthusi- 
astic and interested staff with an enthusiastic 
leader who can inspire the staff to sustained inter- 
est in continued education. It is no idle statement 
that with such a staff the hospital can give the 
most precious thing in a hospital’s power to give— 
distinguished medical care. 





os 
++ 


Donated Services 


Sound hospital cost accounting requires that a 
definite showing of the value of donated services 
be included in the costs. Religious orders have 
commonly hesitated to do this as they considered 
donation of their services as a definite contribu- 
tion to charity inherent in their dedication to 
service and hesitated to assign them a money value. 


With one-quarter to one-half of the total per- 
sonal services donated and not charged to costs, 
the net result has been to show costs materially 
lower than their less fortunate neighbor hospitals 
who did not have such donations. 


But with the tendency of hospital service plans 
and governmental agencies to base their rates on 
demonstrated costs the situation takes on a new 
aspect. The hospitals which do not set up a charge 
for such donated service are at a definite disad- 
vantage in all these rate negotiations. 


Likewise, when it becomes desirable to make 
comparative cost studies the cost statements pre- 
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sented are not reliable even as between two other- 
wise entirely comparable institutions, for the rea- 
son that one may have the advantage of having a 
full half of its personal services donated while its 
sister institution may have but one-fourth or less 
of its services on a donated basis. 

Realization of this anomaly is recently becoming 
evident in a movement to include in costs of oper- 
ation a charge for such donated services equal to 
what would have to be paid for comparable per- 
sonal services were they not donated. 


With the present large use of lay volunteer 
workers, the question arises if a similar procedure 
should not be adopted. The administrative prob- 
lems inherent in the use of part-time volunteers 
raises some question as to the actual net value 
of their services, but it is certain that failure to 
take some definite recognition of the effect of their 
use on the cost of operation is unsound accounting 
and might easily lead to false conclusions, not of 
advantage to the hospital. 
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Blue Cross News 


Commission Outlines 1943 Program 


The Hospital Service Plan Commission at its 
meeting in Chicago, December 10, outlined a pro- 
gram and offered recommendations of great sig- 
nificance to hospitals and Blue Cross Plans for the 
coming year. The pressure and rapid changes re- 
sulting from the War effort place a great respon- 
sibility upon the voluntary hospitals and the 
voluntary system of payment for service. 


The hospitals and service plans are united in 
their determination to preserve the voluntary 
principle in the health service of each community. 
Enrollment speaks louder than words; the sub- 
scribers themselves are the best evidence that 
Americans prefer a voluntary system in the dis- 
tribution and financing of hospital care. 


The following paragraphs summarize recent ac- 
tivities of the national Blue Cross movement and 
recommendations and actions of the Commission. 

A recent tabulation of reciprocal enrollment 
agreements indicate that nearly all Blue Cross 
Plans will accept transfers of subscribers with 
liberal provisions for waiver of waiting periods. 


Committees 


Twelve committee chairmen have accepted ap- 
pointments for the coming year and most of the 
committees have been selected. The Mid-Winter 
program of Blue Cross Plans which is scheduled 
for February 8th to 10th, 1943, at the Drake Hotel 
in Chicago, will consist of roundtables or discus- 
sions led by the committee chairmen as follows: 
Accounting: A. M. Calvin, St. Paul; Enrollment 
Methods: James E. Stuart, Cincinnati; Hospital 
Relations: W. S. McNary, Denver; Medical Plans: 
J. A. McNamara, Cleveland; National Enrollment 
and Reciprocity: J. R. Mannix, Detroit; Office Or- 


Meeting of Commission representing Blue Cross Plans held in Chicago, December 10. Two Commissioners were absent 


—John A. Connor of Columbus and Louis H. Pink of New York City. The other members are clockwise, left to right, 
Herman Smith, Chicago; John R. Mannix, Detroit; Dr. Peter D. Ward, St. Paul; E. A. van Steenwyk, Philadelphia; 


ganization: F. A. Deniston, Chicago; Public Educa- 
tion: R. F. Cahalane, Boston; Regional Con- 
ferences: R. F. McCarthy, St. Louis; Rural 
Development: E. B. Crawford, Chapel Hill; Sta- 
tistics: H. R. Maybee, Wilmington; Uniform Prac- 
tices: A. Oseroff, Pittsburgh. 


President James A. Hamilton of the American 
Hospital Association was present during the meet- 
ing and expressed a willingness to give as much 
time as possible to conferences, public appear- 
ances, speeches and other activities which would 
bring the fullest appreciation by hospitals and the 
public of the importance of voluntary hospital 
service plans. 


Louis H. Pink, recently elected president of As- 
sociated Hospital Service of New York, was elect- 
ed to serve the unexpired term of Dr. S. S. Gold- 
water as a member of the Hospital Service Plan 
Commission. 


Action By Federal Agencies 


Endorsement by units of the U. S. Government 
indicates a realization of the importance of Blue 
Cross to the maintenance of health and the pro- 
ductive capacity of the American people. These 
include a special memorandum to civilian per- 
sonnel of the War Department suggesting that 
they investigate local Blue Cross Plans and ar- 
range for enrollment. 


The War Labor Board made clear in a letter 
to the Director of the Commission that Blue Cross 
payments by employers are permissible without 
special authorization by the War Labor Board, 
and are not to be construed as wage increases 
under the recent wage stabilization orders. 

The Insurance Division of the Maritime Com- 
mission has assured the Hospital Service Plan 


Dr. 
Cc. 


Rufus Rorem, Chicago; George Putnam, Boston; William S. McNary, Denver; F. Stanley Howe, Orange. 
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Commission that ship yards are free to enroll their 
subscribers in Blue Cross hospitalization plans. 

The American Farm Bureau Federation reaf- 
firmed, by formal resolution, December 7th, its ap- 
proval of Blue Cross Plans and group payment for 
hospital care. This resolution was introduced by 
Mr. Kirkpatrick, full-time group hospitalization 
representative of the Minnesota Farm Bureau 
Federation. 

The Commission recognized the continuing in- 
terest of self-employed individuals in Blue Cross 
coverage and urged again that plans experiment 
in the development of methods of enrollment and 
protection for self-employed individuals. 

The Blue Cross Plans were urged to give con- 
sideration to ways in which the facilities of their 
organization might be used in the administration 
of tax-supported programs for the care of the 
indigent. 

The Commission approved H. R. 7411 introduced 
by Representative Coffee of Washington, which 
would provide medical care for public assistance 
categories, and recommended support of this bill 
by the American Hospital Association. 


Plans for National Expansion 

The problem of states not served by Blue Cross 
Plans was brought before the Commission, and 
each area was assigned to an executive of a nearby 
Blue Cross Plan for guidance and counsel. 

The difficulty of maintaining complete person- 
nel for Blue Cross Plans was discussed. Voluntary 
resignation cannot be prohibited or avoided, but 
special attention will be given to obtaining recog- 
nition of Blue Cross as an essential industry. 

The Director of the Commission was asked to 
make a census of the labor representatives now 
serving on the Boards of Trustees of Blue Cross 
Plans in order that the appointment of labor lead- 
ers on such boards might be fully considered by 
all plans. 

The possibility of Federal Legislation in 1943 
Similar to the Eliot Bill was discussed. It was 
agreed that special action by the Commission with 
respect to legislation should wait upon the meet- 
ing of the next Congress, and that meantime all 
Blue Cross Plans should make every effort to ex- 
pand the scope of community service of voluntary 
pre-payment hospital plans. 

The Committee on National Enrollment and 
Reciprocity made various recommendations to the 
Commission and the Blue Cross Plans as follows: 
that the Blue Cross Plans adopt a uniform sched- 
ule of benefits, either as a substitute for benefits 
now offered to the general public or as a special 
offering to national accounts; that the special com- 
mittee on Blue Cross Plan Approval notify all 
plans for 1944 the printed standards for approval 
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would be enforced strictly with respect to area 
served, rate of growth, total enrollment and per- 
centage of income used for administrative ex- 
penses and reserve. 


Public Education 

The problems of public education concerning 
hospitals and Blue Cross Plans received full con- 
sideration. A set of general principles to guide the 
public education program was presented and con- 
crete suggestions were offered for activities in the 
year 1943. Among the suggestions were emphasis 
upon a continuing program of public education for 
hospitals, including observance of May 12, the 
birthday of Florence Nightingale. 

Awards will be offered during the coming year 
to hospitals and other groups based upon their 
year-round program of public education. 

Each state and regional hospital association will 
be asked to appoint a representative to a national 
advisory group on public education and Hospital 
Day observance. This group will be invited to co- 
operate with the Council on Public Education and 
the Hospital Service Plan Commission in a pro- 
gram of public education throughout the year. 





APPROVAL DAY 


On January 11, Approval Certificates 
will be presented to all Blue Cross Plans 
which have met the Standards of Ap- 
proval of the American Hospital Associ- 
ation. In several cities, the Certificates 
of Approval will be presented by city of- 
ficials in formal public ceremony. 











Members of the Blue Cross Plan Approval Committee of 
the American Hospital Association met in Chicago on 
December 9 to study the enrollment, hospitalization and 
expense reports of the various Plans. The seventy-six 
plans listed in the Blue Cross Bulletin for November 
were all re-approved and an additional plan also gained 
approval—New Hampshire Hospitalization Service, Con- 
cord, New Hampshire, R. S. Spaulding, Executive Direc- 
tor. The Committee Members above are: John R. Man- 
nix, Anthony Rourke, M.D.; E. A. van Steenwyk; R. H. 
Bishop, Jr.. M.D.; C. Rufus Rorem; Jessie Turnbull, 
R.N.; and Ray M. Amberg. Dr. Rorem served as Secre- 
tary for the Committee. Members not present include 
Lewis E. Jarrett, M.D., Oliver G. Pratt, and G. Harvey 
Agnew, M.D. 
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Louis H. Pink, President of Associated Hospital Service 
of New York, and a Commissioner of the Hospital Service 
Plan Commission. (Story on page 101) 





November Hospital Admissions Report 
The Trend: November Admissions Lowest of Year 


On an annual basis, there was an average of 9.9 
hospital admissions per 100 Blue Cross particip- 
ants during November, as compared with 10.6 in 
October. This represents a decrease of 6.6 per cent 
during the month. 


An annual average of 10.9 patients per 100 par- 
ticipants were hospitalized during the first eleven 
months of 1942, approximately one per cent more 
than the average incidence during the first eleven 
months of 1941. 


Seventeen Plans reported discharge data for 
both October and November. Of these Plans, thir- 
teen reported greater average lengths of stay for 
November than for October. The weighted average 
length of stay for the twenty-one Plans which 
submitted November data was 7.78 days, as com- 
pared with an average of 7.56 days for the eighteen 
Plans which reported October data. 


It is possible that a portion of the anticipated 
savings, which might have accrued to Plans 
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through a reduction in the incidence of hospitaliza- 
tion during November, has been offset by an in- 
creased cost per patient due to greater average 
length of stay. 

* %* %* 

Peter E. Klein has resigned his post as executive 
director of North Dakota Hospital Service Asso- 
ciation, Fargo, North Dakota. As of December first 
Mr. Klein has been an executive of Massachusetts 
Hospital Service. “Pete” was formerly associated 
with E. A. van Steenwyk in the Minnesota Plan, 
was then in charge of the Duluth office and later 
became organizer and Director of the North 
Dakota Plan. Under his leadership, growth has 
been rapid, and at the present time more than 
25,000 persons in the state are protected by the 
approved Blue Cross Plan. In his decision to leave 
North Dakota, Mr. Klein was undoubtedly influ- 
enced by the fact that Massachusetts offers a 
seven-fold opportunity to enroll Blue Cross sub- 
scribers. ae gee 


Donald Eagles, formerly district director of the 
Minnesota Hospital Service Association, has been 
appointed executive director of North Dakota Hos- 
pital Service Association. In leaving the Duluth 
office of the Minnesota Plan, Mr. Eagles can point 
with pride to the near-saturation of Blue Cross in 
the Zenith City. Almost 75 per cent of the residents 
of Duluth carry Blue Cross cards. Mr. Eagles is 
aiming at the same percentage in North Dakota, 
and his efforts will meet with the hearty approval 
and the best wishes and cooperation of all execu- 
tives in the Blue Cross field. Donald Condon has 
been appointed District Director of the Duluth 
office, according to a notice from A. M. Calvin, 
executive secretary, Minnesota Hospital Service 
Association. 








Employees of Group Hospital Service, Inc., Wilmington, 
Delaware, put in a full day at the office, donned old 
clothes and demonstrated one solution of the farm man- 
power shortage by harvesting the crop of Irving B. Rob- 
erts, a farmer near St. Georges. Mr. Roberts was faced 
with loss of his crop due to inability to get help. The 
Plan employees, under the direction of Harold V. May- 
bee, Plan Director, who also nursed a sore back the next 
day, harvested 40 bushels of potatoes and 5,000 pounds of 
soy beans. The story of their cooperation was featured in 
the daily papers. 
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Farm Bureau Approval 
Excerpt from resolution introduceed by the As- 
sociated Women of the AFBF at the Eighth Annual 
Convention of the American Farm Bureau Fed- 
eration in Chicago on December 7 and adopted. 


6. HEALTH 

As the exigencies of war make themselves felt in every 
corner of America, our rural areas are further handi- 
capped by the induction into military service of large 
numbers of doctors and nurses. 

Care of mothers and young children, always inadequate, 
is jeopardized by lack of trained physicians. An epidemic 
would bring disaster. We therefore favor adequate gov- 
ernment support for maternal and child welfare services 
in areas where needed. 


The Associated Women, since its inception, has pro- 
moted Group Health Associations and Hospital insurance 
as a means of securing more adequate medical care at 
more equitable cost to low and middle income groups. 


We are unalterably opposed to any legislation designed 
to provide hospital care through public compulsion. Vol- 
untary associations for hospital insurance have proved 
highly satisfactory in several of our member states and 
should be encouraged and further developed. 

We urge the continuance of efforts to secure medical 
care of highest standard, furnished by physicians of our 
own selection, paid from our own earnings but arranged 
on a prepayment plan. 

The Clinic or Group Health Association can double the 
efficiency of any number of doctors and nurses and greatly 





Thomas Coughlin, Treasurer of the Cleveland Hospital 

Service Association, buys the first $50,000 Victory Bond 

in Cleveland from Chairman Patterson of the Victory 

Bond Drive, while Michael A. Kelley, Associate Director 
of the Plan, looks on. 


reduce the inconveniences caused by the lesser number of 
trained men and women. 


We therefore recommend that every encouragement be 
given to the formation of group health clinics and associ- 
ations. 

We further recommend that should interference with 
such groups develop, protection under state laws be de- 
manded or new legislation enacted in those states where 
present laws are inadequate. 
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ABOUT THE FOLKS IN THE ST. LOUIS PLANT 
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| LAMBERT-FIELD, ST. LOUIS, MO., NOVEMBER 27, 1942 No. 48 


$3,000,000 in benefits have been paid members of the Group Hos- 

pital Service, Mrs. Ruth Spector, wife of Paul Spector of Engi- 

neering, being the member served when this amount was reached. 

Incidentally, this is the first photo we have ever published show- 
ing the OCCASION of an “Heir Corps Commission.” 





“Blue Cross Plan Meets 
With Hearty Approval” 


December 4, 1942 
Subject : 
GROUP HOSPITAL SERVICE 
COVERAGE 
(Saint Louis Blue Cross Plan) 


In May of 1940 the Curtiss-Wright Corpo- 
ration Airplane Division Plant at St. Louis 
decided to offer to its employes Group Hos- 
pital Service coverage, which was underwrit- 
ten by the Blue Cross Plan of hospitalization. 

From a small beginning, enrollment has in- 
creased until 70 per cent of the thousands of 
employes are protected. This is due largely 
to the unique premium arrangement that the 
Plan offers, whereby the individual worker 
can insure his entire family for maximum 
hospital care at a minimum cost. 

The cooperation that the Saint Louis Blue 
Cross Plan has given this particular group 
has met with the hearty approval of Curtiss- 
Wright Corporation. 

Linder Wright 
Insurance Supervisor 
LOW db 


cc: Mr. Lyons 
Public Relations Dept. 
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Blood and Plasma Banks 


SIDNEY O. LEVINSON, M.D. 


to the storage in a refrigerator of sterile whole 

blood which can be used for transfusions. 
Such blood is also called “stored,” refrigerated,” 
“preserved” and “conserved” blood. 


The advantages of the “blood bank” over the 
ordinary procedure of the immediate direct or in- 
direct transfusion, are based upon the fact that the 
blood is immediately available throughout the 24 
hours of the day, eliminating the usual difficulty 
of obtaining donors when the blood is required. 
It is, therefore, possible to administer blood from 
the “bank” more rapidly. The “blood bank” also 
obviates, to a large degree, the difficulties of ob- 
taining a family donor of proper type; for any 
donor can make a “deposit” of his blood to the 
“bank” regardless of type, and the “bank,” in ex- 
change, can release blood of the type required by 
the patient. 


Where the Disadvantages of the Blood Bank Reside 


The disadvantages of the “blood bank” reside, in 
part, in the limited time during which a specimen 
remains suitable for use. This is about one week. 
The perfect preservative has not yet been devised, 
and with all methods of preservation this time 
limitation, must be carefully observed. A further 
disadvantage is the more rigorous technique re- 
quired for the “blood bank.” The whole blood must 
be drawn into the container by means of a closed 
system. Any chance entrance of bacteria into the 
blood must be avoided, for during the time of 
storage, bacterial growth will occur and may be 
very harmful. If the blood is stored in a refriger- 
ator more than one week, it becomes more likely 
to provoke reactions. However, reactions are not 
unduly frequent when “bank blood” is adminis- 
tered within the prescribed time limits. Finally, 
and this factor varies with the size and activity of 
the “bank” (the turn-over), a certain number of 
specimens, after ten days to two weeks, become 
too old to be used for whole blood transfusions. 
There are changes and deterioration of the cells 
which makes such blood undesirable. The discard- 
ing of over-age specimens can be held to a mini- 
mum by careful adjustment of “deposit” and 
“withdrawal,” and can be eliminated entirely if 


Te TERM, “blood bank,” is commonly applied 
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Samuel Deutsch Serum Center, Michael Reese 
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the older specimens are used as a source of plasma. 
Conversion to plasma, of course, postulates the 
existence of facilities for plasma processing. 


Centralization of Work and Authority 


In the actual operation of a “blood bank” a great 
deal is gained by the centralization of work and 
authority. To the extent that one individual is 
responsible for the organization, the efficiency is 
markedly increased. Inasmuch as preserved blood 
entails the same need as does fresh blood for care- 
ful Kahn tests, typing, and compatibility tests, a 
well trained conscientious personnel is required. 
To function at its best, the “blood bank” must 
have thoroughly trained technicians available at 
night as well as Sundays and holidays, for a great 
deal of the emergency work will arise at these 
times. 

The Equipment 

The equipment is important. Hermetically 
sealed containers are preferable for the drawing 
and the storage of the blood. Such containers 
should be so prepared that they are sterile and 
the sodium citrate solution is free of any reaction 
producing substances. Typing of both the “bank 
blood” and the recipient’s blood should be per- 
formed with high titre typing sera. If, and when, 
sera are generally available for test for the R.H. 
factor, this procedure will likely be added. All 
rubber tubing used in the work must be properly 
prepared so it is not a source of reactions. 


Importance of Careful Records 


Careful records are of great importance. These 
should, in general, consist of a “Transfusion Re- 
quest Form,” duly signed, in which all details are 
given as to the recipient and his condition, the 
type of transfusion desired, whether fresh or pre- 
served blood, whether emergency or non-emer- 
gency. Careful records should be made of the 
blood group of both donor and the recipient, the 
cross compatibility test, and the serology of the 
donor. Samples of both donor’s and recipient's 
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blood should be held until 48 hours after the trans- 
fusion, so that typing and compatibility tests can 
be repeated in the event of a reaction. Family 
donors should be free of any disease transmissible 
by blood transfusion, and should be in good health. 
In addition, professional donors should be tested 
at six week to three month intervals to insure that 
they are serologically negative and free of lesions 
indicating venereal disease. A careful physical ex- 
amination of each donor is desirable. Of the great- 
est importance is the consent of both donor and 
patient to participation in the procedure; both 
should sign legally acceptable consents. Finally, 
the specimen of blood and pilot tube for testing 
should be immediately and carefully labeled as 
to the identity of the donor. The data pertaining 
to the transfusion should be carefully recorded 
on proper forms and not entrusted to memory. 


To the hospital, the “blood bank” affords a direct 
means of giving more complete blood transfusion 
service at lessened cost. To the patient, the cost 
may be reduced or abolished, depending on the 
number of donors furnished. In many institutions, 
the patient is subjected to a “service charge” if he 
furnishes a donor to replace each unit of blood 
withdrawn from the ‘bank’. The service charge is 
waived if two donors are furnished. 


The Plasma Bank 


Many institutions operating “blood banks” have 
found it advantageous to add a “plasma bank” de- 
partment to the “blood bank.” Citrated blood is 
drawn to be used immediately as a source of 
plasma or it may be drawn for the blood bank 
with the realization that it may serve as a source 
of plasma for the “plasma bank,” if not used for 
whole blood transfusion. Either plasma or serum 
are blood derivatives which are of. great value. 
Serum is the liquid portion of blood which has 
been drawn into an empty container and permit- 
ted to clot spontaneously. Obviously, serum can be 
prepared only from blood specifically drawn as a 
source of serum. Plasma is the liquid portion of 
blood which has been kept from coagulation by 
the addition of sodium citrate solution. The pos- 
sibilities of coordination of whole blood and 
plasma “banks” are obvious. Plasma or serum may 
be stored in the natural liquid form. For better 
preservation, the liquid may be frozen and stored 
in a refrigerator at a temperature of approximate- 
ly —18°C. or may be dried by first shell freezing 
the liquid and then desiccating the frozen material 
under high vacuum. 


The Value of Plasma 


Serum or plasma are of great value for many of 
the conditions which traditionally have called for 
blood transfusions. In shock, serum or plasma is 
equal to whole blood, and on the basis of ready 
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availability and freedom from necessity of typing 
or compatibility tests, may be superior. In hem- 
orrhage so severe as to cause shock, the use of 
plasma or serum is of great value in controlling 
and counteracting the shock, while arrangements 
for whole blood infusion are being carried out. 
In burns, serum or plasma is preferable to whole 
blood because the patient is losing plasma from 
the circulation. In hypoproteinemias, serum or 
plasma infusions represent the ideal mode of re- 
placement therapy. The preparation of either 
serum or plasma should be undertaken with full 
realization that these biologics are intended for 
intravenous administration in large quantities to 
patients who are seriously ill. The preparation of 
these materials must, therefore, utilize the most 
careful technique and established safeguards, and 
should not be entrusted to technicians pre-occu- 
pied with other work and assuming this added 
task as a “spare moment” undertaking. For serum 
preparation, only specially trained technicians 
should be utilized. Plasma, regardless of its mode 
of preparation, must always be filtered immedi- 
ately before, or preferably during, administration. 
This is readily done by the incorporation in the 
intravenous administration outfit, of a stainless 
steel mesh filter; for the frozen or dried material, 
a glass tape filter is suitable if the material is 
administered immediately after reconversion to 
the liquid state. A great advantage of the liquid 
serum is that it does not require such filtration. 


Ways of Obtaining Blood for Banks 


Institutions employing serum or plasma will find 
that the material is obtainable in several different 
ways. In many communities it is relatively easy 
to obtain blood as a donation. Such blood may then 
be processed by the recipient institution. This 
method has many advantages and it is perfectly 
proper if the serum or plasma is prepared in ac- 
cordance with the requirements of the National 
Institute of Health. A second method is to obtain 
the whole blood and send it to a central labora- 
tory properly equipped to prepare high quality 
plasma. The cost in such arrangements is usually 
based upon a “service charge” if one pint of blood 
is furnished for each unit of 300 cc. plasma ob- 
tained; if two pints of blood are furnished for each 
unit, the service charge is waived. A third method 
consists of the outright purchase from a central 
laboratory of the plasma or serum, the cost being 
passed on to the patient. This last method is prob- 
ably the best for smaller institutions. 


The entire field of blood and blood substitute 
therapy is a very active and progressive one. New 
developments are constantly appearing in the 
medical literature. However, all these new devel- 
opments must withstand the test of time before 
they become accepted procedures or therapies. 
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The Pay Clinic 


GEORGE O. WHITECOTTON, M.D. 


clinic has waxed and waned in the past and 

has at times engendered a good deal of bitter- 
ness within a group which should now, as never 
before, work in the closest harmony. We have only 
to face the realization that the pay clinic is a na- 
tural outgrowth, through ordinary evolutionary 
change, of the original hospital out-patient dis- 
pensary which was designed to provide care for 
the ambulatory indigent patient. This provision 
for the care of charity patients proved a boon to 
the private practitioner who could ill afford to 
carry the burden. However, in its present stage of 
development, the clinic is looked upon as any- 
thing but a boon by many private physicians and 
it is from this source that the bulk of the criticism 
springs. Paradoxical as it may seem some of the 
best known of our present day pay clinics were 
founded by men who have received the highest 
honors that organized medicine has to offer. From 
this fact we are free to conclude that it is not the 
pay clinic, per se, which has brought about the 
antipathy of the private physician. 


Te DISCUSSION of the pros and cons of the pay 


Patients who Receive Pay Clinic Care under the 
Guise of Indigency 


To what factor, then, can we attribute this atti- 
tude toward clinics in general? 


We have only to realize the vast number of pa- 
tients who have received free care under the guise 
of indigency, care which many were well able to 
pay for at the hands of a private physician and 
who should have been subjected to a thorough 
financial investigation. There is not the slightest 
doubt that many clinics have been lax in making 
a proper study of the economic status of their 
registrants. At a session of the Out-Patient Section 
during the American Hospital Association conven- 
tion in Philadelphia in 1934, Dr. Nathan B. Van 
Etten ventured to say that at least 20 per cent of 
the estimated 500,000 patients who daily visited 
free clinics in this country could pay the ordinary 
fee of the private practitioner for the same service 
in the physician’s office and receive a better qual- 
ity of care because it would be individualized and 
unhurried. Think of the amount of money in- 
volved in 100,000 office visit fees denied the private 
physicians in this country daily. Whether Doctor 
Van Etten’s estimate was correct makes little dif- 
ference but it does make one pause to consider 
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what the general laxity in the admission require- 
ments may entail and why organized medicine has 
felt justified in looking askance at the out-patiént 
clinic as conducted in the past. 


Despite the fact that the loss to the private prac- 
titioner in the shape of potential fees was of huge 
proportions it is doubtful that this was the chief 
factor in arousing their ire. They were probably 
more irked by the fact that these cheaters were 
paying nothing whatever for the services they 
were receiving. Medical men have always been 
anxious and willing to render service to the needy 
without recompense and it was their adherence to 
the Hippocratic code that led to the inception of 
the free dispensary which, of necessity, had to be 
staffed by the private physician. They of course 
could not foresee that the Frankenstein they were 
creating might some day threaten the very exis- 
tence of many of them. 


Results of Change in the Economic Situation 


A radical change has taken place in the eco- 
nomic situation in this country since 1934. Unen- 
ployment has been reduced by at least seventy- 
five per cent and the national income has doubled. 
Never before has so large a proportion of the pop- 
ulation been able to pay for medical care. What is 
the result? I have no figures on the number seek- 
ing care from private physicians but in view of 
the statistics on hospital occupancy one is safe in 
assuming that there has been a substantial in- 
crease. What of clinic visits? There has not been 
the diminution that one would expect with the 
improvement in the national economy. Certainly 
there cannot now exist the need for rendering the 
volume of free care with which we were con- 
fronted eight years ago. This suggests one of two 
possibilities—either we are continuing to furnish 
free medical service to undeserving patients or we 
are paying more attention to their economic status 
and charging them according to their financial 
ability. I am inclined toward the latter view and 
it is just such a plan I propose to discuss. 
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Difficult Situations Confronting Our Institutions 


Our institutions are now confronted with a very 
serious financial problem. Endowment income has 
decreased markedly and can be expected to dimin- 
ish still further. We cannot in the future hope to 
be the recipients of the large gifts on which we 
have been so dependent in the past. We are faced 
with constantly increasing costs of commodities. 
We therefore have no choice but to look more and 
more toward income of our own making and 
where could we look more naturally than to the 
out-patient department? Please bear in mind that 
I said income—not profit. We are charitable or- 
ganizations and have no moral right to look for 
profit but we do have every right to attempt to 
make our activities self-supporting. Such attempts 
should of course remain well within the bounds 
of medical and hospital ethics. 


Is the “Pay Clinic” Ethical? 


There are undoubtedly some who will say that 
it is not. However, there are pay clinics function- 
ing today which are subserving in every way the 
avowed purposes which form the basis for exist- 
ence of any out-patient department, namely, (1) 
care of the sick and injured, (2) protection of 
community health, (3) education. 


It is certainly to the best interests of organized 
medicine that our hospitals and dispensaries con- 
tinue to operate as nearly as possible to the man- 
ner in which they have in the past and not be 
placed in the ignominious position of having to 
seek federal subsidization. Assistance from such a 
source might well be but the first step toward that 
condition which medical men dread to contem- 
plate, panel practice or some form of governmen- 
tal regimentation. Therefore, any attempt by the 
voluntary hospitals to solve their financial prob- 
lems, even though they propose to accomplish 
this by a procedure which may have been frowned 
upon in the past, should meet with the whole- 
hearted approval of organized medicine. 


At the present time there is at least one pay 
clinic and perhaps many others, functioning under 
the terms of an agreement with the local medical 
society. Such an agreement actually constitutes a 
local code of ethics and is based on a mutual re- 
spect for the fundamental rights of the parties 
concerned. In it should be set forth the purposes 
for which the clinic is being operated and the 
scope which this operation may be expected to 
assume. 


The Pay Clinic and the Educational Program 


Should such a clinic be conducted in conjunc- 
tion with a medical school as a means of supply- 
ing teaching material in the educational program 
it is quite likely the staff will be full-time, sal- 
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aried, academic appointees who will have no de- 
sire to engage in private practice and who will 
therefore not be receiving remuneration directly 
from the patients. If so, this fact should be plainly 
stated. On the other hand if the clinic be operated 
as an activity of a voluntary hospital the agree- 
ment should provide for adequate remuneration 
to the members of the medical staff. This move has 
long been advocated and if we are to establish pay 
clinics we must be prepared to go all the way with 
the medical profession who have heretofore given 
freely of their time and ability without regard for 
tangible reward. 


Determining the Proper Financial Classification 
of Patients as Admissive 


Admission of patients should be in the hands of 
an admitting officer thoroughly trained to deter- 
mine proper classification by means of a financial 
interview and capable of setting professional fees 
for private patients in accordance with schedules 
which the staff has adopted. Outside of certain 
well-defined exceptions every patient should be 
expected to pay something, no matter how little, 
for each visit as it is a well-known fact that the 
individual who pays for a service derives greater 
benefit from it and is far more apt to carry out the 
physician’s instructions. A flat initial visit fee, 
scaled to fit the various Classifications and includ- 
ing routine laboratory work, will be found to be 
a good plan, with a return visit fee of some twenty 
to thirty per cent of the initial fee. Fees for x-rays, 
basal metabolism, electrocardiography and physi- 
cal therapy are also scaled according to the pa- 
tient’s classification and should be without charge 
to worthy cases. 


Patients who do not choose to give any financial 
information automatically elect a private patient 
classification and the fees should correspond in 
general to those charged for the same service by 
private physicians. 


The Operation of a Diagnostic Clinic as a Service 
to Outside Physicians 


A diagnostic clinic might well be operated as a 
service to patients of outside physicians whose 
office equipment may not include many of the ex- 
pensive appliances essential to the carrying out of 
the necessary procedures. Such patients should be 
admitted only when referred by their physician 
and after the study is completed referred back to 
their private doctor to whom a report of the find- 
ings should be rendered. No treatment should be 
instituted in such instances. 


Above all, such a clinic must not advertise, must 
not allow solicitation of patients by anyone, and 
must not indulge in any methods of impressing 
itself on the public beyond that which comes from 
honest work well done. 








Dental Service in Hospitals 


BENNO E. LISCHER 


N THE recently published “Manual on Dental 

Care” prepared by the Council on Professional 

Practice of the American Hospital Association it 
is stated that a modern hospital should provide 
“complete facilities for the efficient and economical 
treatment of the sick,” and that it should “serve as 
a center of instruction for the prevention of dis- 
ease.” 


In the light of our present knowledge of disease 
processes it is difficult to believe that these basic 
purposes of a hospital can be fully achieved unless 
dental service is also supplied to its patients. It is 
admitted that dental therapy has been “widely rec- 
ognized and seldom employed” in hospitals. Per- 
haps the autonomous development of dentistry is 
largely to blame for deflecting its service to that 
borderland we commonly call luxuries, where it 
has too long remained. 


The Foreword of the Manual states frankly that 
there is a “growing recognition upon the part of 
health authorities and the general public of the far 
reaching effects of dental conditions, as they relate 
to infection, function, and appearance,” and that 
it “is rapidly making it obligatory for a first-class 
hospital to consider an efficient dental department 
as an essential part of its organization.” The 
Manual, therefore, recommends that dental care 
“should find a place with the other special depart- 
ments of the hospital.” 


A patient’s first encounter with a dentist all too 
frequently is for the relief of pain. While this is 
an essential service and very important to the pa- 
tient it is, nevertheless, a very elementary first-aid 
measure in the opinion of the dentist. In other 
words, the relief of pain is merely an adjunct of 
emergency dental care and usually an indication 
that the patient has been very neglectful in mat- 
ters of oral hygiene. Many dentists could report 
hundreds of case records from their private prac- 
tices showing that individuals who were placed in 
their care during early childhood and who availed 
themselves periodically of good dental treatment, 
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reached maturity without the death of a dental 
pulp and without the loss of a permanent tooth. 


Value and Purpose of Dental Service in Hospitals 


Before discussing the principles and technical 
details of dental service in a modern hospital it 
may not be amiss to first consider its value and 
purpose. In Chapter I of the Manual an outline of 
the objectives of a dental department is presented, 
which I shall use as a guide. 


The elimination of oral sepsis—Oral sepsis is so 
common and its systemic effects so widely recog- 
nized that its eradication no longer requires vin- 
dication. 


Dental origin of systemic disease—As our newer 
knowledge of bacteriology and pathology was ap- 
plied clinically with the aid of roentgenology, it 
became clear that certain oral lesions may cause 
systemic diseases and that some of the latter not 
infrequently exhibit definite oral symptoms. In 
university teaching hospitals where medical, den- 
tal, and nursing students receive instruction in the 
principles of medicine and surgery, the relation- 
ships of oral and systemic diseases should be pre- 
sented to these classes. 


The convalescence of many patients can be 
shortened by good dental service and their hospi- 
talization may thus be decreased. 


Fractures of the jaws, which undoubtedly have 
increased in number in recent years, would be 
benefited by a consultation with a staff dentist. 
Normal masticatory function would be assured if 
the dentist would check the occlusion of the teeth 
in such cases. 


The expectant mother should receive complete 
dental examination and care, and instruction on 
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the importance of oral hygiene for the infant. Ad- 
equate nutrition of the mother and proper feeding 
of the infant means much in promoting the sound 
development of the deciduous and permanent teeth 
of the child. Such measures will materially reduce 
the incidence of dental diseases. 


Promoting cooperation between the medical and 
dental professions constitutes another very de- 
sirable development and usually is more certain to 
follow when dentists are asked to share the re- 
sponsibilities of caring for the health needs of the 
sick. 


The hospital personnel usually requires the same 
periodic dental examination and treatment as do 
other individuals. In those hospitals where the 
dental staff and its facilities are adequate this 
service to the hospital personnel should be in- 
cluded. 


Research in oral diseases and the statistics of 
medical, dental, economic and health problems of 
hospital patients is pressing. A dental department 
can make important contributions to these sub- 
jects. 


Planning Dental Service for Hospital Patients 


In planning dental service for hospital patients 
it is desirable to adopt definite minimal standards, 
depending on the hospital’s size, needs, and 
available means. It is perhaps best to arrange this 
service in several categories in the order of need 
and importance. 


1 Examination and diagnosis—Dental inspection 
of every patient should be regarded as necessary 
and should always be conducted by dentists. Physi- 
cians do not have the necessary instruments and 
are not trained to diagnose early dental caries. 
Plainly visible dental decay, which even the pa- 
tient may recognize, is a late stage which usually 
requires radical and expensive treatment but is 
not always the menace to health as is some other 
form of oral disease. The routine use of roentgen- 
ography with so-called “bite-wing” films of all the 
teeth present is an essential detail of such exam- 
inations, otherwise many areas of decay are 
missed. The recording of the findings in the pa- 
tient’s case-record is also necessary. Present-day 
dentistry is much concerned in the prevention of 
advanced tooth decay and the extensive restora- 
tive dental service which this requires. The many 
advantages which can be gained from early peri- 
odic dental examinations should be stressed by 
every institution which provides treatment of the 
sick and aims to be a “center of instruction for the 
prevention of disease.” 


2 Emergency service—This embraces the relief 
of pain, the stamping out of infection of dental 
origin, the extraction of teeth which are beyond 
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preservation, the treatment of numerous acute and 
chronic oral diseases, dental prophylaxis, and in- 
struction in oral hygiene. Dr. Russell L. Cecil of 
Cornell University has said: 


“dentistry occupies one of the most strategic 
positions in the whole medical field, . . . par- 
ticularly to that most important department 
of medicine, namely, the infectious diseases.” 


3 Restorative dentistry—This requires consider- 
able equipment and time, and usually adds ma- 
terially to the cost of the service. Many hospitals 
are not able to provide this portion of adequate 
dental care. Certainly the small hospital with a 
small dental staff and only one dental intern can- 
not consider complete restorative dentistry as a 
practical undertaking. On the other hand, many 
large hospitals are located in our large cities where 
dental schools with good dental clinics, as well as 
many capable practitioners are available. Many of 
these hospitals prefer to utilize these resources. 
Restorative dentistry is thus a phase of dental care 
which must be determined in large measure by the 
available means and needs. In ideal instances the 
addition of this more extensive care will provide 
for complete dental service to the entire staff and 
nonprofessional personnel. 


The Dental Personnel 


Other aspects of standards relate to the quality 
of the dental personnel. As outlined in Chapter II 
of the Manual, every staff member should have 
had adequate training, should possess professional 
integrity and cooperative enthusiasm, as well as 
breadth of vision. In many small hospitals, because 
of physical and financial limitations, it is not feas- 
ible to establish a dental department. It is recom- 
mended, therefore, that it “will be an advantage to 
provide at least a competent dental consultant.” 


Regarding the personnel and organization of a 
dental department it is considered advisable that 
a dentist-in-chief, two consulting dentists, four as- 
sociate dentists, and at least one dental intern be 
appointed. Two interns, each appointed for two 
years in alternate years, the senior intern serving 
as resident, are preferable and will assure a bet- 
ter service. 


The dental resident should be responsible for 
the dental service rendered the patients; he shall 
notify the assigned member of the visiting staff of 
any important changes in the condition of pa- 
tients; be responsible for all dental instruments 
and equipment, and for the dental portion of all 
patient case-records. He should interpret all dental 
roentgenograms, check every dental diagnosis and 
determine when a patient is to be discharged from 
the dental service. Dental interns should attend the 
medical and surgical conferences of the hospital 
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staff and present cases exhibiting oral lesions at 
the pathological conferences. They should also be 
accorded the opportunity to assist in the oral sur- 
gery service and to take the course offered in an- 
esthesia. 


The Equipment of the Dental Department 


The equipment of a dental department will vary 
with the scope of the service offered. If possible, a 
central location is best and the allotted space 
should include a waiting and retiring room as 
well as a treatment room. Good light for treat- 
ment and operative procedures is essential and 
thought should be given to possible future expan- 
sion of the department. If the service is to include 
prosthetic restorations, a technical laboratory has 
to be provided. In some hospitals it may be neces- 
sary to set up a special x-ray unit in the assigned 
rooms. Equipment for “non-pressure sterilization 
of instruments” should also be provided. Patholog- 
ical laboratory service should be available and in 


a large institution a special pathologist is desirable. 
For the small hospital it is recommended in the 
Manual that “a mobile dental cabinet containing 
required instruments and equipment” be provided, 
which will give some “measure of service.” Such 
equipment can be located in the departments of 
oral surgery and otolaryngology. 


The Manual also contains chapters describing 
the work the dental intern should be able to do; 
the essential items which dental service records 
should contain, the nomenclature to be used, the 
routine procedure of dental care, a comprehensive 
equipment list and an inventory of the useful 
drugs and preparations for a dental clinic. Appen- 
dix III comprises a list of approved drugs “com- 
piled by the Formulary Committee from the re- 
plies received from the questionnaires submitted 
to dental clinicians in hospitals throughout Canada 
and the United States of America.” These recom- 
mendations will, doubtless, be of considerable 
value to all staff members and committees. 





Victory Classes at St. Vincent's Hospital, Los Angeles 


The senior students of the school have complete 
charge of the casualty department. This is a set-up 
for emergency in event of disaster. Here the beds 
are numbered. Unbleached muslin laundry bags, 
marked with corresponding numbers, are for the 
personal belongings of each patient. One decon- 
taminating unit, apart from the other units, is 
available in case of gas raids. All students have 


completed courses in first aid, fire drills, and the 
handling of fire hoses. Too, they are drilled to 
“blackout” in a few seconds and continue their 
work in the all-dark. With the dim-out regulations 
each nurse, in the evening before leaving, must 
check the windows in her assignment to make 


sure they are no target spots for the Japs. 


On Sunday, October 11, the tra- 
ditional capping exercises of 
St. Vincent’s Hospital School of 
Nursing were held on the roof 
garden of the hospital. In a dig- 
nified ceremony the freshmen 
received their school caps, thus 
obtaining the rights of student 
body membership. 
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Laundry Modernization 


J. R. CLEMMONS, M.D. 


that several departments of the institution 

required thorough analysis—and applica- 
tion of corrective measures—to remedy deficien- 
cies in their operation. It was painfully obvious 
that the laundry was not functioning in a manner 
to assure a supply of clean linen adequate to meet 
the needs of the hospital. The situation which con- 
fronted us was rather typical of that found in hos- 
pitals in which service has outgrown their facili- 
ties. If a brief recital of the remedial measures 
which were undertaken at Roosevelt points to gen- 
eral conclusions or to principles which may serve 
as a guide to others faced with similar problems, 
I shall feel well repaid. 


| A t Rooseve.t Hospirat it became apparent 


Our First Step—Survey of Linen Controls 


At the outset we observed that although our in- 
ventory of linen appeared adequate to meet our 
requirements, and although the laundry staff was 
regularly working long hours, actually there was 
never enough clean, sterile linen to meet our de- 
mands. At this point we initiated a thorough sur- 
vey of linen controls and methods of requisitioning 
clean linen. We also studied the laundry equip- 
ment capacity in relation to the demand and the 
operating procedures and the flow of work within 
the laundry. 


This survey resulted in a decision to revise our 
controls as well as to replace some of the equip- 
ment and to rearrange all of it in accordance with 
a new layout designed to increase efficiency 
through elimination of unnecessary rehandling of 
the work. 


We found, for example, that the laundry wash- 
man was compelled to work early and late with 
no regular quitting time, yet he never finished the 
washing in time for the finishing crews to com- 
plete their work at a reasonable hour. While this 
was partly due to lack of adequate washer capac- 
ity, it was also largely due to the fact that soiled 
linens were being returned to the laundry at any 
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time, without regard to the obvious fact that wash- 
ing must be completed early in the day in order 
to allow a margin of time for completion of the 
ironing, tumbling, presswork and other finishing 
operations. 


Accordingly, the nursing staff was instructed to 
get the bulk of the linen into the laundry not later 
than 11 a.m. This simple innovation was respon- 
sible for considerable improvement in the ability 
of the laundry to get the work out on time. 


Soiled Linen Classification 


Another factor which held back production in 
the washers was the lack of means to accumulate 
loads of classified soiled linen of an economical 
weight for processing in the washers. The method 
of classification appeared to be correct as to its 
segregation of different types of soiled linen, but it 
made no provision for the assembly of washer 
loads of the proper size. As a result, washers were 
frequently run with insufficient loads, or were 
overloaded—either of which conditions caused de- 
lay in processing. 

In the new laundry, means were provided to 
classify the soiled linen, not only as to type but as 
to quality. Sorting bins were installed of cubical 
content equal to the capacity of a washer pocket. 
In other words, a full bin is the correct load for a 
washer pocket and the element of chance in load- 
ing the machines is eliminated. Sufficient bins 
were constructed to permit complete classification. 


Improved Type of Machinery and Better 
Laundry Layout 


These and other similar measurés contributed to 
the greater efficiency noted in the new laundry. 
However, the selection of improved types of ma- 
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chines and their location in the laundry layout of 
course played a large part. 


In the old laundry 28 full-time workers and five 
extra or part time workers were employed, yet the 
laundry seldom completed its weekly work in less 
than 54 hours. The employees were dissatisfied and 
the rate of turnover was very high. Today 19 em- 
ployes complete the work in less than 40 hours. 
Wages have been raised above Labor Department 
requirements. The turnover has been greatly re- 
duced, nothwithstanding the fact that problems of 
labor supply are today much more acute than they 
were when the old laundry was in operation. 


Now we have an abundant supply of clean linen 
always available—even over week-ends and holi- 
days when the laundry is temporarily closed. A 
roomful of stained linen which could not be used 
under former conditions has been reclaimed and 
again made serviceable and has been put back in 
circulation. 


Equipment Changes 


Some of the charges made in the laundry ma- 
chinery are of interest. While the washers in use 
in the old laundry were of relatively recent man- 
ufacture, they were replaced in order that we 
might take full advantage of the newer semi-auto- 
matic, shell-less type. 


These machines, of a radically new design, have, 
I am happy to say, produced beneficial results 
which have exceeded our expectations. They give 
us regularly 10 to 12 rounds per day, and are ca- 
pable of even more if pushed to their production 
limit. The older conventional type washers proc- 
essed a maximum of 6 loads per day. Our output 
per washer is therefore virtually doubled. 


Our average running time per load is 25 min- 
utes. Large bulk loads of moderately soiled linen 
are washed in 20 to 22 minutes. Whiteness and ten- 
sile strength tests are well within requirements. 
Worth-while savings have been achieved in wash- 
ing supplies, power and steam costs. 


Three of the shell-less washers supplanted 5 of 
the old conventional machines. Now the bulk of 
the washing is done in the morning, and all the 
work leaves the washers and extractors and is in 
process on the finishing machines not later than 
3 p.m., even on the heaviest days. 


The extraction also was simplified as to handling 
and was greatly expedited by the installation of 
one large self-unloading extractor. This machine 
replaced three large extractors of the usual type. 
After extraction is completed, the extractor bas- 
kets are moved by chain hoist and monorail con- 
veyor directly to the next operation. Flatwork is 
dumped from the extractor baskets onto the 
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shakeout table, eliminating two extra rehandlings 
of the work at this point. 


Sorting 


In all laundry activity we are concerned with 
the moving of things—taking them from one place 
and putting them in another. This applies to sort- 
ing, to bringing up the supplies for washing, to 
loading and unloading the machines, and espe- 
cially to transporting the work from one operation 
to another within the laundry. A reduction in the 
number of time the work must be handled leads 
to important direct savings in the time required 
for processing and in the number of employees 
required to do the job. A smooth flow of work with 
the expenditure of effort reduced to a minimum, 
will decrease fatigue and give the laundry em- 
ployees more interest and greater satisfaction in 
their work. 


Eliminating Rehandlings 


Considerable effort was expended in the devel- 
opment of a layout plan designed to fit the avail- 
able space and to take full advantage of the possi- 
bilities inherent in a better arrangement of the 
machines. Many laundries which have been in 
service for a number of years and have been grad- 
ually expanded through the addition of one ma- 
chine here and another there, have inevitably be- 
come unbalanced as to productive capacity of the 
machines and improperly arranged as to the flow 
of work. Emphasis was accordingly placed on 
eliminating rehandlings of the work and arranging 
the machines in such a way that the work moves 
steadily forward across the various operating units 
toward the clean linen storage. At no point is there 
any backtracking or retracing of steps. 


The soiled linen enters on one side of the room, 
the classification or sorting taking place adjacent 
to the washers. The large and small extractors are 
across the aisle from the washers. The flatwork 
ironer, which handles 67 per cent of the finishing 
is just beyond and adjacent to the extractors and 
is linked to the large extractor by the monorail 
conveyor. The delivery side of the flatwork ironer 
is located all the way across the room from the 
washer line and discharges the ironed linen within 
the clean linen room proper. It is folded on cas- 
tered tables which are then wheeled a few feet to 
the storage shelves. 


This layout thus provides a straight flow for % 
of the linen from the washers, across the extrac- 
tors, through the ironer directly to clean linen 
storage. 


Handling the Rough Dry Classification 


Then next largest classification of work is the 
rough dry, which at Roosevelt amounts to approx- 
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imately 29 per cent of the total. The large tumbler 
which handles this classification is therefore lo- 
cated alongside the flatwork ironer. This arrange- 
ment provides virtually a straight flow of work 
from the extractors through the tumbler to clean 
linen storage. The tumbler is so located that it is 
unloaded near another entrance to the clean linen 
room. The tumbler is of the “dry-by-air” type that 
produces rough dried work which in reality is not 
“rough-dried” at all, but soft, fluffy and absorbent. 


A short haul from the extractors to the presses 
is handled in truck tubs. The press shapes were 
selected on the basis of their adaptability to the 
garments to be pressed. Specially contoured press- 
ing surfaces permit laying the work on the bucks 
easily and naturally so that it readily assumes the 
desired shapes without pulling and stretching. The 
judicious selection of press shapes has reduced the 
number of ironing boards required from 17 to 2. 
Thus the presses as well as the dumping type ex- 
tractor are designed to prevent unnecessary tear- 
ing or straining of the work in handling. 


Coordinating Labor and Time 


The new arrangement and the revised proced- 
ures have together produced remarkable results in 
saving of labor and time. Washing is largely com- 
pleted except for odd lots around noontime, ex- 
tracting is finished soon after. The ironing is al- 
ways finished by 5 p.m. The presswork is fre- 
quently completed by 2 or 3 p.m. The crew seldom 
works on Saturday. 


An interesting policy relating to working hours 
has been established that has stimulated the laun- 
dry crew to work rapidly and efficiently. The help 
is paid by the day rather than by the hour. When 
the work is finished the crew can go home. 


The laundry manager must pass upon the qual- 
ity of the work and he watches it carefully to 
make sure that none of the operations is slighted. 
Subject to this control, the crew may leave as soon 
as the work is finished. This basis has proved to be 
an exceptional builder of morale among the help. 
The more rapid workers are continually prodding 
the slower ones, encouraging them to keep up with 
the procession so that all may leave earlier in the 
day. It is never necessary for the laundry manager 
to speed up the work. The help takes care of that 
angle. 

Reduction in Operating Costs 


Thus far we have discussed only quality of work 
and production. Results have been equally satis- 
factory in reduction of operating cost. A worth- 
while saving has accrued in total annual cost of 
operating the laundry. 
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The new equipment, improved layout and oper- 
ating procedure permit the laundry manager to 
give careful attention to completion of formulas 
according to schedule. Compared with haphazard 
operation of the washers, this pays big dividends, 
both from the standpoint of operating expense and 
the maintenance of an adequate stock of sterile 
linen. 


A direct comparison of the several items of op- 
erating cost in the new laundry and the old re- 
veal a most gratifying reduction in operating ex- 
pense. 


Labor cost under the old set-up amounted on an 
annual basis to $19,030. In the new laundry labor 
amounted to $19,190 or an increase of $160. Note 
that the crew was reduced from 28 regular and five 
part time to 19 full-time employees. The raising 
of wage rates, however, makes the annual labor 
cost somewhat higher than before. Now, however, 
the turnover in employees has been reduced and 
the employment situation has become stabilized. 


Savings in Working Supplies 


Savings in washing supplies amounted to $625, 
steam for equipment $825, and electricity $470. 
Savings in the cost of hot water amounted to 
$6935, a large item. This saving is traceable to the 
ability of the shell-less washer to process the linen 
with a greatly reduced amount of hot water. 


Cost of linen replacement for the last year of 
operation with the old equipinent amounted to 
$10,515; after the modernization this item amount- 
ed to $9020. Actually the improved processing after 
the change effected a much larger saving in linen 
cost. Prior to the opening of the new laundry and 
moving to the new building linen replacement was 
kept as low as possible and a large purchase was 
made after moving. We will let the figures stand 
as they appear on our records. However, if this 
figure were adjusted to compensate for the un- 
usually large purchase immediately after opening 
the new laundry, it appears that the linen replace- 
ment cost has now been reduced to approximately 
2 cents per patient day. 


The sum of all these items represents the total 
annual laundry cost before and after the reorgani- 
zation. The annual operating cost of the old laun- 
dry was $48,200, of the new laundry $29,500 or a 
saving in one year of $18,700 or approximately 38.8 
per cent. 


At this rate of saving our investment in new 
equipment will pay out in a comparatively short 
period and will leave us a considerable margin of 
saving in the years to come. 








Public and Voluntary Hospitals Cooperate in 
Training of Intern and Resident in Specialties 


JOSEPH G. NORBY 


HE public and the voluntary hospitals as we 

know them are identical in so far as their main 

purpose is concerned—to care for the sick or 
injured of their communities. They are, however, 
established to serve people of different economic 
status. The public hospital is intended primarily 
for those who are medically indigent. The volun- 
tary hospital devotes itself in the main to the serv- 
ice of those able to pay for their own care. The 
most important difference lies in the staff organ- 
ization or in the method of administering medical 
care. 


Public hospitals, for the most part, maintain 
closed staffs while voluntary hospitals maintain 
open or at the most semi-closed staffs. Each physi- 
cian being responsible for his own patient, subject, 
of course, to general staff and hospital regulations. 


Three factors: (1) similarity of purpose, (2) dis- 
similarity of nature of patients, (3) nature of staff 
organization in each, need to be considered with a 
study such as ours. 


It is clear that the two types of institutions nec- 
essarily carry out their common purpose in some- 
what different manner. But the important thing is 
that they have the same end purpose—to cure ill 
or injured people through the agency of the hos- 
pital in which the physician applies his knowledge 
and skill. That, as a starting point, provides a com- 
mon basis for the training of physicians for general 
practice, or for the specialties. Both types of hos- 
pital offer special advantages, some of which may 
be enumerated as suggestive for further thinking. 


The Advantage of the Closed Staff 


The closed staff has an advantage in that it offers 
fixed department heads and assistants who are reg- 
ularly available for rounds and instruction and 
who carry out a consistent and reasonably un- 
varied system of instruction in their own specialty 
as applied to the cases that come under their ob- 
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servation. This has undoubted advantages. Some- 
thing can be said, however, for the open staff sys- 
tem where the intern is required to make rounds 
on a more or less catch as catch can basis, thereby 
coming in contact with physicians of varying abil- 
ity and employing a variety of methods. Under this 
system the young doctor discovers variety of 
method and should develop independent thinking. 
He comes in contact with a larger number of men 
most of whom will have something to contribute 
in character or instruction. 


Nature of Patients Served 


Public hospitals are set up to serve the medically 
indigent. Usually what are known as free patients, 
are admitted, as a rule, through the dispensary 
rather than the office of a personally selected doc- 
tor. While voluntary hospitals employ the dispen- 
sary system, too, the greatest percentage of their 
patients arrive by way of the doctor’s office. By 
and large the nature of the patient in the two types 
of hospitals varies considerably and the method of 
handling them—not treating—is also different. It 
may be assumed that the great majority of young 
men serving internships or residencies intend to 
enter into the private practice of medicine and, 
therefore, will be well served by observing men 
in the private practice of medicine and dealing 
with patients who exercise their own option in 
choosing and retaining their physician. 


Factors for Consideration in Intern 
and Resident Education 


In the field of graduate education we can follow 
the same differentiation to a certain degree. Here, 
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however, the following factors need consideration: 
(1) opportunities for instruction in the basic sci- 
ences; (2) opportunities for research and teaching; 
(3) availability of clinical material. 


The first two items may in many instances be se- 
cured in the well organized voluntary hospital. The 
latter is more often found in the public hospital. 
All are essential to a well-rounded program of 
graduate education. 


The foregoing rather sketchy outline indicates 
that there is opportunity and advantage in some 
system of cooperation between the two types of 
hospital which are so frequently found in our 
larger communities. Each has something definite 
which might contribute materially to the complete 
training and education of young doctors. 


The Essential Question 


The essential question is, of course: How may 
this be done and how may the mechanics be set up 
so that a consistent and logical course of instruc- 
tion may be carried out? 


There are, no doubt, a number of plans that 
might be worked out successfully and no one 
standard can be established as applying to every 
case. Each community will have its own peculiar 
development which would have to be considered 
in planning the program. The number of intern- 
ships and residencies available, the size and stage 
of development of the hospitals involved, the needs 
of each, are important considerations which should 
be taken into account. 


A project such as this would also require that 
the hospitals participating would and could agree 





upon a definite program which might be regarded 
as their educational standard for intern and gradu- 
ate training. 


Specifically each rotation might be divided so 
that a part of the time of each intern be spent in 
each type of hospital. Rotations in the special 
fields, such as mental and nervous, contagion, 
emergency, etc., might be supplied entirely by the 
voluntary hospitals involved, while interns from 
the public hospital might be received in the volun- 
tary hospital in such division where they specially 
excel and where there may be shortage of material 
in the public hospital. 


In the field of graduate training, the same prin- 
ciples might be applied. Where basic science 
courses were not available in the voluntary hospi- 
tals, they might be secured in the larger institu- 
tion. Specific and personal material might be sup- 
plied by the voluntary hospital, while the volume 
studies are provided elsewhere. 


Medical schools and examining boards will, in 
the future, demand higher standards of training 
for interns and residents. There will also be de- 
mand upon the voluntary hospital to provide edu- 
cational facilities to supplement those supplied by 
the so-called teaching hospital. 


Each of these types of hospitals has characteris- 
tics and facilities which may be brought to bear on 
the educational program and should not be neg- 
lected. Better training, more satisfactory to the 
participants and more effective in its end results, 
will follow through cooperation such as I have 
described. 
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Louis H. Pink Elected President of 
Associated Hospital Service of New York 


Louis H. Pink, New York State Superintendent 
of Insurance since 1935, has been elected president 
of the Associated Hospital Service of New York, 
New York City, to succeed Dr. S. S. Goldwater, de- 
ceased. Mr. Pink will take over his new duties on 
January 1. 


Mr. Pink has had considerable experience in so- 
cial, educational, and charitable activities; he has 
been connected with the New York State Insur- 
ance Department for the past ten years; he has 
been treasurer of the New York Child Labor Com- 
mittee for many years; was a member of the State 
Housing Board; and has been a member of the 
New York Board of Education and of the New 
York City Housing Authority. 
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Since its formation in 1935, the Associated Hos- 
pital Service of New York has paid more than 
$37,000,000 to hospitals which have cared for its 
subscribers, approximately four hundred of whom 
are admitted to the New York hospitals daily. Last 
year’s payments for hospital service was close to 
seven million dollars. 


Mr. Pink will devote a large part of his efforts 
toward large-scale cooperation with Community 
Medical Care, Inc., which extends similar low-cost 
protection to subscribers of Associated Hospital 
Service against surgical expense up to $150 at a 
cost of a few cents a day. 








Our Voluntary Hospitals 


CORNELIUS P. RHOADES, M.D. 


tals involve a consideration of investments, 

descriptions of buildings and statistical sur- 
veys of the number of patients treated. The exist- 
ence of these voluntary institutions includes other 
factors, however, which cannot be tabulated sim- 
ply or analyzed easily. These are intellectual, in a 
sense spiritual, functions and values. They may 
have a role in the community more important, 
enormously more fundamental than can be evalu- 
ated in any quantitative way. Their significance 
far transcends that of any physical object. 


The Origin of Hospitals 


Hospitals began as the Temples of Saturn as 
long as 4000 years before the Christian era. These 
had a primary function in teaching the healing art 
by reference to sick or diseased individuals who 
required communal care. This same principle of 
medical education has persisted ever.since. Later, 
with the advent of the Christian era the hospital 
became one of the most classic examples of the 
basic moral principle, in other words, that true 
inward happiness is to be attained by sacrifice for 
the sick and the handicapped. There are then, two 
intellectual values upon which the hospital system 
is based. They are the education in medicine, the 
most demanding of the sciences, and the satisfac- 
tion derived from doing unto others as you wish 
them to do unto you. 


T: USUAL Discussions of the voluntary hospi- 


In this mechanical age, surrounded by triumphs 
of engineering ingenuity, it is fashionable to over- 
simplify. It is common to accept precise science 
as adequate to solve all human problems; to heal 
all ills. We now begin to realize that perhaps ma- 
chinery and size are not all that we need for a 
complete life. We perceive that something is to 
be gained also from the retention of independence; 
the ability to make sacrifices in such ways as the 
individual may select. We would not choose, nor 
would it be desirable, for all to be alike; each must 
be orthodox according to his own standards. 

What the Voluntary Hospital Represents 
It seems to me, that the voluntary hospital sys- 


radio address on the New York United Hospital Fund pro- 
gram. 
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tem represents in the life of our community much 
more than buildings in which one may be housed, 
fed and cared for if ill. The system is a composite 
of a vast number of institutions, some large, many 
small, some perfect technically, some less precise, 
but a composite representative of all races, creeds, 
colors and personalities. Each one of these varied 
buildings, each organization, represents the deter- 
mination of some person or group of persons 
united in the will to give themselves to the com- 
munity, to do a good job for someone else. Some 
gave money, many gave things, more gave time, 
and all gave the idea of his or her way to do unto 
someone else as he or she wished to be done by. 
In almost all instances the original donors of phys- 
ical plant or intellectual leadership have long since 
passed on. In every instance they have handed 
down to the citizen of today a principle, which 
seems too valuable, too basic, and too American 
to allow anything to threaten its continuation. 
This principle springs from the conception that it 
is the right and the duty of every citizen to con- 
tribute to the welfare of the community something 
mental or physical which he can call his own. 


The Flexibility of the Small Hospital 


No one can deny the value of the large organiza- 
tion, the efficiency of mass production, the im- 
pressiveness of size and numbers. No one questions 
the fact that small institutions reflect the abilities 
and characters of the individuals who created and 
who maintain them. One fact, however, should be 
borne in mind. The varied natures, managements, 
efficiencies, and atmospheres of the voluntary hos- 
pitals provide a basis for comparisons. They offer 
the opportunity to appraise the values to different 
individuals of different types of care and philan- 
thropy. The more or less limited administrative 
problems presented by the smaller institutions 
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afford a flexibility never to be possessed by the 
larger and more complex group. Implicit in this 
flexibility is adaptation to new and changing situa- 
tions; the opportunity to try new and unusual 
principles. This is rarely found in the complex 
machinery of larger organizations. 


Voluntary and Municipal Hospitals 
Complementary 


Recently, the feeling has developed widely that 
the voluntary and the municipal hospitals are mu- 
tually antagonistic. We hold emphatically that this 
is not the case. They are, and should be, entirely 
complementary. One cannot and should not exist 
without the other. The large municipal hospital is 
one of the most important and effective develop- 
ments which modern times have produced in the 
care of the sick. Its efficiency, its capacity, its 
precision of organization and function is impres- 
sive, and what is more, essential for the function 
of the large city. 


The size and the extent of the municipal hos- 
pital should not lead to an under-estimation of the 
importance and the necessity of the flexible varied, 
and ever changing function of the voluntary in- 
stitutions. In them responsibility is localized, 
change is easily effected, the character of the spon- 
sors and of the administration is quickly reflected 
upon the patients and their care. There the lessons 
are learned for good and for bad, lessons upon 
which sound practice in the large institutions is 
based. 


It is desirable then to dismiss any thought of 
the voluntary and municipal hospitals as repre- 


sentatives of two different and incompatible sys- 
tems. They should be, and actually are, interde- 
pendent. Both can learn from the other, neither 
can or should exist without the other. Both are 
representative, and particularly characteristic of 
the common existence of size and efficiency, with 
the right to carry out within reasonable limits in- 
dividual ideas and individual practices. It is the 
very variety of this procedure which has made 
this nation spiritually great. The desire to retain 
it is the basis for our participation in the present 
war. Our ability for self-government can be cor- 
related closely with our ability to continue its 
operation. 


The Voluntary Hospital the Natural Partner of 
the Municipal Institution 


Let us feel, then, that the voluntary hospital 
fills one great spiritual and intellectual need. Let 
us use it as the natural partner of the municipal 
institution. Let us take advantage of every weapon 
in the arsenal reared against disease. Treatment, 
medical education and research are neither public 
nor private, but have both public and private as- 
pects. We cannot allow ourselves to be outdone 
by the many, many devoted individuals whose 
personal sacrifice and devotion made possible our 
united hospital system. We must not let these 
people down. It is our job, the job of everyone 
of us, to maintain our institutions, voluntary and 
municipal, large and small, as a payment of the 
debt we owe to those who developed the hospital 
system in the past and who will benefit from it 
now and in the future. 





+ 
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Sulfa-Surgery 


The reports of the amazing results of the use of 
the sulfa drugs in war surgery first noted at Pearl 
Harbor have daily confirmation from all parts of 
our far flung war activities. They likewise con- 
firm the results reported from their more cautious 
and conservative use by civil surgeons before 
Pearl Harbor. 


The fact that these drugs are definitely bacterio- 
static rather than bactericidal gives us new respect 
for the defensive mechanisms with which nature 
has endowed the human organism. The drug holds 
‘em while the blood slugs ’em. 


Hospitals average about sixty per cent surgical 
cases and the question arises as to how this new 
development will affect hospital occupancy. The 
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reports of acute appendicitis yielding in forty- 
eight hours without surgery, the removal of the 
bogie of infection in traumatic as well as in post- 
operative cases promises not only decreased ad- 
missions but decreased average stays in hospitals. 
Their unusually good results in acute gonococcus 
infections may well result in a definite decrease in 
pelvic surgery so often dependent on the late ef- 
fects of this infection. 


As more is learned about these drugs, as new 
members of the family are born, and as their suc- 
cess stimulates the search for other drugs with 
entirely unrelated but quite as definite properties 
we may see many of our present day surgical cases 
follow malaria and typhoid into the limbo of curi- 
osities. 
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What the Administrator Should Expect from 
his Purchasing Agent 


ANTHONY J. J. ROURKE, M.D. 


Any of you have probably read of a group 
M of men who have had actual war experi- 

ences touring the United States to stimu- 
late the sale of war bonds. During one of their 
visits in a western city a young clergyman in the 
group who had listened for an hour or more to 
speeches by the local officials, finally was called 
upon to talk. In a few simple words he stated that 
he was amazed to know that all such fanfare was 
necessary to get people to buy war bonds and to 
support the war activities. He said that he sincere- 
ly hoped that the men on the fighting front would 
never know this fact. 


Another such group met for the purpose of 
stimulating the sale of war bonds, and for a con- 
siderable amount of time discussed the matter of 
holding a picnic and the matter of devising ways 
and means of interesting the public in the pur- 
chase of war bonds and stamps. A young aviator, 
who had seen action in the South Pacific, when 
called upon expressed views similar to those of the 
young clergyman. 


It should be just as unnecessary to spend time 
to convince hospital superintendents and admin- 
istrators of the value of a purchasing agent in 
their hospital—the need is just as obvious. 


Hospital superintendents, as you all know, enter 
the field of administration from various occupa- 
tions, such as nursing, accounting, purchasing, 
stores, law and medicine. Each one brings to the 
hospital some particular knowledge in some spe- 
cialized field. Since hospital administration is such 
a complex type of profession, no one can sit in the 
administrator’s chair completely equipped in each 
specialized field concerned with the operation of 
the hospital. 


While it is very important to have some out- 
standing abilities and experiences in order to se- 
cure the position of hospital administrator, it, fre- 
quently, would be very fortunate if as soon as the 
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appointment has been made the hospital admin- 
istrator could forget and keep away from the par- 
ticular department in which he is experienced. All 
too frequently the hospital administrator who 
enters his administrative position from account- 
ing, for example, spends the lion’s portion of his 
time in the accounting office and forgets nursing 
service, purchasing, laundry, power plant and 
other departments. One of the most unfortunate 
circumstances is when the hospital administrator 
enters the field from the purchasing division and 
then, because purchasing was his first love and be- 
cause this is the field he knows the most about, 
attempts to establish his success as an admin- 
istrator by shining in the field of purchasing. 


The most successful type of hospital administra- 
tor is the man who surrounds himself with depart- 
ment heads well qualified in their field. The super- 
intendent then coordinates the expert activities of 
these department heads in such a way that a uni- 
fied, high-grade hospital service is delivered to the 
patient and the physician. The hospital superin- 
tendent should stimulate, coordinate and where 
necessary, apply the brakes. 


It is needless to outline the value of a purchas- 
ing agent when the volume of purchases warrants 
the employment of an expert for full time. Too 
frequently a hospital superintendent and boards 
of directors feel that their hospital is too small 
to warrant the employment of a purchasing agent. 
This may be true if one looks at the purchasing 
agent in the small hospital as an individual who 
spends his entire time buying and has no other 
duties. We have frequently read and discussed the 
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various possibilities of combining department head 
duties in the hospital. Since every hospital has to 
store the merchandise purchased, and every hos- 
pital has to employ nonprofessional personnel, 
even in the very small hospital, a combination of 
purchasing agent, store keeper, and personnel di- 
rector would more than warrant the expenditure 
of full-time on the part of one person. 


I should like to draw upon the “Principles and 
Standards of Purchasing Practice” as advocated by 
the National Association of Purchasing Agents and 
altered to conform to hospital purchasing by Paul 
L. Burroughs of the Rochester General Hospital, 
Rochester, New York, in June 1942. These prin- 
ciples are briefed and constitute everything that I 
believe a hospital superintendent could or should 
expect from his purchasing agent. 


Interest in the Hospital 


The purchasing agent must be satisfied and 
happy in his position. If he is not, he should be 
honest with himself and honest with his hospital 
superintendent. A change should be made just 
as soon as possible. One of the most unfortunate 
situations which exists today in the hospital is the 
fact that round pegs in square holes seem to be so 
jammed that they cannot be separated without 
much hard feeling and disruption of service. When 
a purchasing agent knows he does not “fit” he has 
little to lose and much to gain if he goes to his 
superintendent and points out the fact that he 
feels the job and the man are incompatible. The 
average superintendent would in most cases, and 
should in all cases, be considerate and assist such 
a man to find a position in which he would be 
better suited or in a hospital whose purchasing 
policies would better fit his achievements. 


Competent Counsel 


In the earlier part of this paper it is mentioned 
that a good hospital superintendent is one who 
would coordinate the activities of a group of ex- 
perts. One of these experts is the purchasing agent. 
A hospital superintendent should call upon this 
expert for consultation frequently. If at any time 
he doubts the ability of his expert or loses confi- 
dence in his counsel, then he should secure another 
expert and different counsel. The purchasing agent 
can be of great assistance to the administrator and 
the heads of departments if he keeps informed as 
to supplies and equipment needed in different de- 
partments, and of the best means to provide these 
needs. 


The purchasing agent should remember that 
the hospital superintendent has many problems to 
solve in dealing with his department heads, and 
that a great number of the problems could be 
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solved by an understanding of what is meant by 
adequate or necessary supplies and equipment. 


Occasionally, the purchasing agent becomes so 
expert and so experienced in the purchasing fields 
of seeking sources of material and obtaining ad- 
vantageous prices that he forgets there is a limita- 
tion even to his knowledge in the field. The pur- 
chasing agent, like the superintendent, should ac- 
cept the fact that while he may know as much 
as any purchasing agent in the field of hospital 
administration, nevertheless, there are certain 
things which the purchasing agent is not expected 
to know. When it comes to the purchase of scien- 
tific apparatus particularly involved in laboratory 
and research work, he should keep a very open 
mind and allow the physicians to get across to him 
what is necessary in order to carry out the work 
they are contemplating. Quite frequently, he will 
find this type of individual unable to concretely 
describe or outline what he has in mind. I have 
known purchasing agents who have been geniuses 
at crystallizing in concrete form the thoughts in 
the minds of the research type of physician, 
thereby rendering an invaluable service. 


Buy Without Prejudice 


No human being is without certain prejudices 
influencing his life. Each time a person does a kind 
deed for us, a lasting impression is created in our 
minds; so also, each time someone has been un- 
kind, dishonest, or insincere with us, a lasting im- 
pression is also made on our mind—this impres- 
sion is generally more indelible than that made 
by a kindness. The purchasing agent being human, 
may be expected to allow certain prejudices to in- 
fluence him. However, the purchasing agent is not 
honest or is not loyal to the hospital if he allows 
such human emotions to result in material disad- 
vantage to his hospital. 


Knowledge of Materials 


It would be an advantage if there were some 
way that the title “purchasing agent” could be 
withheld from an individual until such time as he 
had demonstrated sufficient knowledge of his 
field to warrant its award. There is a great differ- 
ence in my mind between the individual who re- 
ceives a requisition from the department head and 
in parrot form uses the telephone in a messenger- 
boy fashion to order the specific material with no 
knowledge of its quality, manufacturing process, 
possible substitutes and a host of other character- 
istics which every purchasing agent should know 
about a great many materials. You might ask, 
“Why does the hospital superintendent approve 
the requisition if another type or another quality 
of material should be purchased?” The approval 
of the superintendent on the department head’s 
requisition constitutes recognition of a department 
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need, while the judgment as to the purchase of the 
material is left by the superintendents to that ex- 
pert knowledge which the purchasing agent has. 


Courteous Reception of Salesmen 


No hospital superintendent can afford to refuse 
an audience to a salesman—but such an audience 
should be with his purchasing agent. A courteous 
reception does not mean that it is necessary for the 
purchasing agent to spend great amounts of time 
with each salesman or that he should receive them 
at any time of the day. If he so wishes, an ap- 
pointment system or particular hours in the day 
should be given over to this activity. Interviews 
should be limited so that the purchasing agent’s 
time will not be dissipated. An experienced pur- 
chasing agent is sufficiently trained and intelligent 
enough to grasp the message of any salesman in a 
relatively short time. If the salesman attempts to 
insult the purchasing agent’s intelligence by ex- 
cess verbage or illustration, then I believe it is the 
job of the purchasing agent to handle the situation 
as gently but firmly as possible. 


Contractual Obligations 


The purchasing agent should never accept less 
than complete fulfillment of all agreements with 
his institution unless fulfillment is impossible, 
when in such cases the purchasing agent would be 
the judge as to the arbitrary settlements. 


Avoidance of Sharp Practices 


Honesty goes far beyond the walls of the insti- 
tution or the relationship of hospital purchasing 
agent to department heads and superintendent. 
The purchasing agent in order to gain monetary 
or material benefits for the hospital, should never 
resort to dishonest or sharp practices. There are 
certain persons who would not be dishonest for 
their own personal gain but are from time to time 
tempted to be dishonest for the benefit of their 
employer. No superintendent expects nor should 
tolerate it. 


Assistance to Fellow Purchasing Agents 


Purchasing agents in the hospital have an ample 
opportunity to see many fine examples of cooper- 
ation among medical staffs of local hospitals in 
their community. The exchange of equipment and 
advice and the cooperative counseling and writ- 
ing of papers is known to all of us. It is the “pro- 
fessional” attitude and should act as an incentive 
and as a model for all department heads in the 
field of hospital administration. 


Cooperation With Organizations Concerned 
With Purchasing 


American Hospital Association convention, 
bringing together each year thousands of hospital 
personnel, is strong proof that many years ago a 
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group of hospital administrators conceived the 
possibility of such types of mutual assistance and 
that down through the years hospital superintend- 
ents have seen fit to perpetuate this type of cooper- 
ative meeting. Local, state, regional and national 
purchasing groups have established their values 
and I believe that hospital money is well spent to 
finance the purchasing agent’s membership and 
attendance in such activities. 


Do Not Become an Autocrat and Do Not Become 
Thin-Skinned 


The purchasing agent should try to become im- 
partial in his purchasing if there is no material 
difference in quality or value. If for some reason 
good will could be gained by following certain sug- 
gestions, he may do well to follow them. If such 
suggestions amount to material differences in 
quality or value and he anticipates difficulty in 
not accepting suggested purchases, then he should 
refer the matter, with an honest and concise de- 
scription of the facts, to his superintendent, for 
after all, the final responsibility will rest with him. 


On rare occasions, it may become necessary or 
desirable for the superintendent to deal directly 
with certain organizations in obtaining informa- 
tion. In such cases the purchasing agent should not 
become supersensitive about such matters. If the 
superintendent appreciates value as he should, he 
will before making his final decision consult the 
purchasing agent. These occasions should be few 
and far between, but if and when they occur, the 
purchasing agent should accept them gracefully. 


Earlier in the paper it was suggested that it 
might be an advantage if there were some way 
whereby the title “purchasing agent” could be 
withheld until the individual demonstrated his 
ability to receive it. It is unfortunate that in many 
branches of hospital administration today it is pos- 
sible for someone to say “hocus pocus” and sud- 
denly evolves a purchasing agent, a personnel 
manager, a housekeeper, etc. There is no substitute 
for training and apprenticeship, and such training 
and apprenticeship can only be gained by working 
with experienced men in the given field. 


You may ask why it is possible at the present 
time for inexperienced people to become purchas- 
ing agents. It is the fault of the present hospital 
administrators, and the present purchasing agents. 
Frequently, the purchasing agent is not willing to 
delegate authority or open up fields for experience 
to his assistants in a manner similar to the au- 
thority delegated to him by the superintendent. It 
is the duty of every hospital purchasing agent at 
some time in his life to contribute materially to 
the training of at least two or three people in the 
field. If such a training program were available in 
the course of years we would have a supply of 
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trained people. In turn, if the hospital purchasing 
agent fulfilled this obligation, it would then rest 
upon the hospital superintendent to look for and 
employ only people who have had accepted train- 
ing in purchasing. 

The need for the purchasing agent today is 
greater than ever, because of the scarcity of ma- 
terials, the necessity for constant observation of 
market conditions, the rising cost of hospital oper- 
ation, the need for satisfactory substitutes and the 
voluminous number of governmental regulations 
and priorities which have to be executed. In the 
next year our hospitals will be flooded with count- 
less numbers of substitute products. Many of these 
products may be of no value, and by their pur- 
chase a great amount of money will be dissipated. 
We have already experienced in the materials ad- 
vocated for blackout purposes how much money 
and time can be wasted. We must depend upon 


our purchasing agents to be our watchdog to ad- 
mit the satisfactory substitutes and to keep out the 
useless ones. He must be able to anticipate needs, 
obtain experimental samples and experimental or- 
ders, so that he can form an opinion long before 
the crisis in such products occurs. The hospital su- 
perintendent with the great many problems which 
he now faces is not using good judgment if he is 
depending upon his own time and ability to keep 
abreast of the present market conditions. 


In conclusion I trust that I have outlined the 
fundamental desires of the hospital superintendent 
in his purchasing agent and that I have established 
in your minds the need for such an individual. I 
have purposely avoided the discussion of financial 
saving, which while it is most important, is, never- 
theless, not so far into the race as the need for 
materials and the ability to keep ahead of this 
need. 





The Hospital Book Shelf 


ADMINISTRATIVE MEDICINE. Haven Emerson, A.M., 
M.D., Editor. Thomas Nelson & Sons, New York. 
1941. $7.50 


This volume presents the first comprehensive 
description ever published of the organization, 
function, and operation of all the many types of 
agencies concerned in the prevention of disease 
and the care of the sick. 


The editor’s broad experience in hospital, health, 
and welfare activities has enabled him to select 
for each topic an author who is a recognized 
authority on his particular subject. The fifty-three 
chapters are divided into three groups: The Or- 
ganized Care of the Sick; Public Health Services; 
and Inclusive Medical Care for Prevention and 
Treatment. Each chapter is a comprehensive study 
of its particular subject covering history, develop- 
ment, functions and present day methods of 
operation. 


The section on Organized Care of the Sick covers 
in its thirteen chapters not alone chapters on all 
the different types of hospitals, but such additional 
subjects as home medical care, visiting nurse ser- 
vice, sickness surveys and voluntary hospital care 
insurance. 


Each subject is treated as fully as space limita- 
tions permit, the assignment of space to the vari- 
ous topics is well balanced, and the authors have 
documented their statements of fact and opinion. 





+ 


Menrau ILuNess: A Guide for the Family. Edith 
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M. Stern, with the collaboration of Samuel W. 
Hamilton, M.D. The Commonwealth Fund, New 
York. 1942. $1.00. 


This book is intended for the lay reader to assist 
the family of those afflicted with mental disease to 
adjust themselves to this difficult experience and 
to provide the utmost cooperation in the care and 
welfare of the patient. 


It describes the various steps in the selection of 
a hospital for the mental patient, the steps neces- 
sary to secure his admission, the regimes and 
treatments common in mental hospitals, advice 
about visiting, the preparation for receiving the 
patient back home after discharge and the prob- 
abilities of permanence of cure. 
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LABORATORY MANUAL OF CHEMISTRY. L. Jean Bo- 
gert, Ph.D. W. B. Saunders Company, Philadel- 
phia. 4th Edition. 1942. 75 cents. 


This manual is designed to correlate with the 
author’s “Fundamentals of Chemistry” or other 
textbooks of Gener7l Chemistry. 


Each experiment gives materials and apparatus 
used, the procedure to be followed, and questions 
with blank space for answers designed to impress 
on the student the character and significance of 
the reactions observed. 


It provides both a well-organized and conveni- 
ent manual and notebook for any laboratory 
teaching the elements of general chemistry. 
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The Hospital Diet at Today's Food Costs 


MRS. C. MILO CONNICK, B.S. 


on a rainy day. To his delight he found a 

bright, shiny, new penny which had been 
brushed aside into an out-of-the-way corner. Five 
minutes later he had swallowed the penny. He 
quickly ran to his mother and asked, “Mother, do 
you notice a little change in me?” 


I doubt if the mother could see the change, but 
certainly it is more than a little change which we 
see when we examine today’s prices in compari- 
son with those of a year ago. At the Massachusetts 


A LITTLE BOY was playing around the house . 


General Hospital we Observe the rise in prices to. 


be about twenty-five per cent. 


What does this mean in a month’s time? A rise 
of six cents a pound in the price of butter meant 
that during the months of September we spent 
approximately $300 more than the same month a 
year ago for this one item alone. A rise of ten cents 
a pound in the price of fresh beef would have 
meant an expenditure of $1600 more for that item, 
had we used the same amount. Fish, previously 
something to rely upon as a source of inexpensive 
protein, rose nine cents a pound—costing $500 
more per month than a year ago! 


These are startling jumps in the cost of food. 
Let us consider, then, how we can maintain our 
hospital diet in the face of these advanced prices. 


Adequate Standards 


The moment we approach anything from the 
standpoint of cost we are forced to decide upon 
standards. Whether we buy a Ford car or a Pack- 
ard usually depends upon what we call our “stand- 
ard of living.” It would, rather, if anyone were 
buying a car today. If we are buying floor cover- 
ing, there are different grades from which to 
choose—depending upon the standard we want to 
maintain. Today we are considering the buying 
of the hospital diet. 


Can we afford, in these days, to serve adequate 
diets—diets which contain milk, meat, butter, eggs, 
fresh fruits, and vegetables? These are uncertain 
times. We are almost forced to agree with the 
lumberjack who habitually ate his pie first “be- 
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cause life is so uncertain.” While such a short- 
sighted policy of consuming a diet may be con- 
doned, in planning diets we must look to the 
future. 


The Army feeds its men scientifically. It gives 
them optimum amounts of all known dietary es- 
sentials. We upon whom the feeding of the civilian 
population depends must be equally farsighted. 
We cannot afford, in the name of a national emer- 
gency, to make cuts in our menus which will bring 
them below the level of adequacy. This would 
be shortsighted economy, to be compared with the 
man who denied himself medical attention until 
he put his son through medical school. The long- 
looked-for day arrived and his son received his 
M.D.—but the father’s health was so far gone that 
nothing could help him. 


We, in America, will be in an equally tragic 
position if, in these crucial times, we neglect those 
things which make for long-term health. The most 
important. of all health insurance is proper food. 


We have arrived, then, at one of our standards. 
We shall buy an adequate diet. But how do we 
know whether or not our diets are adequate? A 
little over a year ago the Committee on Foods and 
Nutrition of the National Research Council set up 
a chart of daily allowances. This chart covers not 
only calories and portein, but calcium, iron, vita- 
min A, thiamin, ascorbic acid, riboflavin, nicotinic 
acid and vitamin D. The amounts are given in 
grams, milligrams and international units. This in- 
formation has been widely published and has be- 
come the “yardstick” for measuring the adequacy 
of diets. 


It is the job of your dietitian to evaluate by 
means of this yardstick the diets she is serving. 
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I should like to warn, however, against an un- 
critical reliance upon her. She has no magical 
powers by which she can take a sweeping glance 
at a day’s meals and pass upon their adequacy. 
To do so would be like trying to estimate the 
number of miles you could travel on a tankful of 
gasoline—without knowing what kind of gasoline 
was in the tank. 


Your dietitian must periodically calculate a typ- 
ical day’s diet, using actual numbers for the quan- 
tities of each food substance. Then she must com- 
pare the result with the yardstick already men- 
tioned. If she does this every three months or so, 
her estimate will therefore mean something. This 
type of calculation takes time. It cannot be heaped 
upon a dietitian who is over-burdened with 
routine duties. 


If your dietitian is one who is too busy with 
small business to attend to the big business of her 
department, investigate the possibility of shifting 
some of the routine duties to a responsible un- 
trained person. If this would increase your pay- 
roll, and you are undecided as to whether you can 
afford it, remember this: the health of your pa- 
tients and personnel hangs upon your dietitian’s 
ability to plan adequate diets. Do not load her up 
so much that she does not have a chance to calcu- 
late her diets regularly and to organize her de- 
partment to supply a thoroughly adequate diet. 


Aesthetic Standards 


The second standard to be considered is the 
aesthetic. To set up this standard we must decide 
how much we can afford to spend to make a diet 
attractive. : 


Some recent research in the field of low-cost 
diets has resulted in the conclusion that an ade- 
quate diet can be bought for fourteen cents per 
person per day at retail prices. This is somewhat 
lower than the per capita food cost in your insti- 
tution. The diet contains no fresh fruit. The vita- 
min C is provided by serving canned tomatoes 
three times a week and raw cabbage four times 
a week. Let it does meet the standards of an 
adequate diet. 


We might even adopt the extreme simplicity of 
the Chinese peasant who eats a thoroughly ade- 
quate diet consisting of just two articles—a bread- 
like cake composed of three kinds of meal, and a 
vegetable similar to our cabbage. 


At the other extreme, we might note the menus 
of our private room patients. At the Phillips House 
years ago we even served lamb chops for break- 
fast. The menus of the other two meals were 
equally elaborate. 


Somewhere between these two extremes we 
must establish our aesthetic standard. It may have 
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to be changed from what it was one year ago. In 
almost all institutions it has already been changed. 


The budget dictates the aesthetic standard. 
We at the Massachusetts General Hospital have 
changed this standard for our personnel and cer- 
tain of our patients. We have frankly stated the 
case to our personnel, and asked them to give 
their cooperation as their part in the-total war 
effort. 


We have eliminated expensive relishes such as 
olives. We no longer have jelly to go with the 
breakfast toast. We are not serving five-rib roasts 
of beef any more. 


No second servings are allowed on desserts or 
fancy salads. Only one breakfast fruit is offered. 
This cuts down cost, because when two fruits are 
offered—both are likely to be taken. 


In making these changes we have tried to re- 
tain all those things which mean most to our peo- 
ple. For example, we offer a sandwich spread to 
our nurses for lunch. This can be used by the per- 
son who dislikes the main dish on the menu. 
These spreads, on the whole, are more expensive 
than the articles which they replace, not only be- 
cause of the ingredients—but because of the labor 
involved in making them. Yet the sandwich spread 
contributes so much to the enjoyment of our peo- 
ple that we feel it is worth keeping. We shall 
eliminate it only in case of dire necessity. 


We are offering the inexpensive cuts of meat 
more frequently at the evening meal, but at the 
same time we are offering a green salad several 
times a week in addition to the hot vegetables. 
This is an inexpensive addition, and it pleases 
many people. 


Our house officers are fed without charge in a 
cafeteria which also serves staff men, technicians, 
secretaries, and others who pay for the food they 
eat. Our selection at the noon meal is rather wide. 
The prices we charge are designed to cover cost 
only. It is not our purpose to make a profit. 


Variety in itself is expensive. Small amounts 
of several different items left at the end of a serv- 
ing period cannot easily be used. Extra labor is 
necessarily involved in the preparation of a va- 
riety of foods. 


How, then, should we cut expenses in this cafe- 
teria? Should we set a limit on the amount a 
house officer might choose—and continue to serve 
the same wide variety to those who pay? This 
question was submitted to the chiefs of the various 
services. They decided that they would prefer to 
have their own choice limited along with those 
other patrons who pay for their food rather than 
to impose a limitation upon the house officers. 


Consequently, the total food cost of this pay 
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cafeteria has been cut in two ways: first, the more 
expensive items have been eliminated; and sec- 
ond, the number of items has been reduced. 


Our patients’ menus also have been altered to 
some extent. Expensive, nonessential items, such 
as cocomalt, are no longer offered. Choice brands 
of preserves and jellies which come only in small- 
sized cans have been replaced by products of good 
grade which can be bought in number ten cans. 
Ultra de luxe foods, such as roast squab and 
broiled live lobster, have been taken off our pri- 
vate menus. 


It becomes apparent, then, that the aesthetic 
standard must fluctuate—while we firmly adhered 
to the standard of adequacy. The problem of 
advanced prices is somewhat clarified by recog- 
nizing the clear-cut distinction between these two 
standards—and decidng where, within the range 
of adequacy, we shall establish our aesthetic 
standard. 


Cutting Cost 


The challenge of today’s prices lies in the game 
of cutting cost without changing either the stand- 
ard of adequacy or the aesthetic standard. Let us 
look at three ways by which this can be accom- 
plished: (1) by the elimination of waste; (2) by 
reorganization; (3) by an intelligent buying 
policy. 

Elimination of Waste 


One of the greatest sources of waste in any hos- 
pital occurs in the use of such items as milk, 
cream, butter, bread, and oranges. These items are 
commonly sent to the floors in bulk instead of 
individual servings. Thereafter, their distribution 
and conservation depend upon the nurses. The 
nurses are primarily concerned with the nursing 
care of their patients. Preoccupied as they are with 
their job, they do not give careful supervision to 
the distribution of food. This kind of a set-up 
encourages waste—and petty thieving by the per- 
sonnel. 


Placing responsibility for food distribution with 
those who have no responsibility for its cost is 
always a wasteful procedure. 


Some hospitals have eliminated this type of 
waste by keeping all food in the dietary depart- 
ment. Whenever a nourishment is needed it is 
telephoned to the diet kitchen and sent out by 
dumb waiter. Some hospitals have a nourishment 
maid on duty throughout the twenty-four hours; 
others carry through this system during twelve 
hours, and send bulk amounts of milk and fruit 
juices to the floors for use during the night. 


This type of organization, while highly efficient, 
depends somewhat upon the physical lay-out of 
the hospital building. Unless there is adequate 
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means of sending the nourishments to every floor, 
the plan will not work. Then what is the alterna- 
tive? The answer lies in an efficient method of 
keeping records, so that each floor will be charged 
with its bulk food separately. The total cost of the 
bulk food sent to a given floor, together with the 
number of patients, should be drawn up weekly. 
But you will need to go further than this. These 
figures must be analyzed to see how much milk 
is being used per person, how many eggs, how 
much fruit juice. The results in many cases will 
be startling. 


Supervision 

The second major source of waste upon which 
we should center our attention is that resulting 
from poor supervision. In every hospital there is 
the problem of plate waste—the cooked food which 
is served the individual and comes back uneaten. 
The average administrator is likely to shrug his 
shoulders and conclude that nothing can be done 
about it, “because,” says he, “you cannot expect 
sick people to eat like healthy ones.” If sick people 
do not eat like healthy ones, let us be very sure 
that they are not fed like healthy ones. Much can 
be done to adapt the size of portions to the patients’ 
needs. How can it be done? It is a matter of edu- 
cating the person who does the serving. Regardless 
of whether that person is a maid, or a graduate 
nurse, or a student nurse—she can be educated. 
It is a matter of constant emphasis. It should be 
done by someone who is vitally interested in keep- 
ing food costs down. That person is your dietitian. 


She can, moreover, study the plate waste to see 
what dishes are unpopular. At our hospital we 
have found that if we serve our ward patients 
“Revere Beach food” for supper, they eat it. By 
“Revere Beach food,” I mean frankfurts and rolls, 
hamburgers and buns, cold cuts and potato salad. 
If we serve them the traditional sick person’s food 
—creamed eggs on toast, or escaloped salmon—a 
large part of it is returned untouched. Is it any 
wonder, then, that when the visiting hour comes 
’round, we observe relatives and friends coming 
in with bags of fruit or bottles of pop to supple- 
ment an unattractive diet? 


Regardless of how prejudiced one may be in 
favor of simple creamed foods for sick folks, the 
sensible thing to do is to feed them what they will 
eat within the bounds of gastric discretion. 


Much plate waste can be avoided by taking a 
census, a half hour before each meal, of those 
patients who are able to eat. The nauseated pa- 
tient or the patient who is at x-ray will be omit- 
ted from this count. Out of a floor of fifty patients 
probably five full trays of food will be saved at 
each meal. This is a real saving! 


The dietitian can see to it that bread, butter 
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and milk are not put on every tray for every meal, 
regardless of whether the patient eats them. Much 
waste occurs if such foods are served indis- 
criminately. 


The dietitian can see, also, that food is served 
piping hot—providing you have seen to it that she 
has facilities that make this possible. This is a big 
point in cutting down plate waste. Half-warm food 
is half eaten. Hot food is consumed with relish. 


She will be able to do ward teaching. It is possi- 
ble to point out to patients the necessity of drink- 
ing milk and eating eggs and vegetables. It has 
been our experience that by far the great majority 
of patients will eat foods which they actually dis- 
like, if the value of such foods is pointed out to 
them. This kind of instruction benefits the patient 
and also cuts down waste. 


Selective Menus 


We have discussed, so far, types of waste which 
may occur on either ward or private floors. The 
third major form of waste is that which occurs in 
connection with the selective menu with which 
most hospitals provide their private patients. Have 
your dietitian make a study over a three-months’ 
period of all items offered on your selective 
menus, to determine which are popular and which 
are not. When the study is completed, cut out the 
dead wood. It is expensive to offer items which are 
chosen by only a few people. We took meat off 
our Phillips House breakfast menu because only 
two per cent of the people selected it. Suppose, for 
example, that four people had ordered chicken 
hash for breakfast. Six or eight servings would 
have to be made, to allow for those admitted late 
at night, and those who choose their food on the 
spur of the moment. We would average a twenty- 
five per cent waste on this item. Twenty-five per 
cent waste on any item is too much! 


Adapt Menu to Facilities 


To further cut down waste on your private 
menus, adapt your menu to your facilities. If your 
food, after being cooked, must be transported in 
a heated truck for the length of half a city block, 
your menus should not include soufflés, omelets, 
or club sandwiches. These foods must be served as 


soon as they are prepared. If an omelet has fallen © 


flat, or a club sandwich has become soggy by the 
time it reaches the patient—neither will be eaten. 
They will simply go into the garbage pail. 


After using every possible means to eliminate 
waste, there will still be garbage. What shall we 
do with it? By all means analyze it and weigh it. 
How else can you know whether the measures 
outlined above are working? Have all inedible 
garbage collected separately from edible garbage. 
Then weigh what could have been eaten. It should 
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be kept as low as two or three ounces per patient 
per day. A figure higher than three ounces is your 
signal to re-open more energetically than ever 
your campaign for the cutting down of waste. 


Make Thievery Impossible 


In the fifth place, we ought to make thievery 
impossible. The inventory is absolutely necessary 
to detect and prevent theft. Some institutions find 
it practical to keep a running inventory. This 
enables them to know each day the exact amount 
of all food on hand. Other institutions keep a run- 
ning inventory on staples only and take a monthly 
inventory of all other foods. Whatever the system 
used, certain basic elements are essential—a record 
of all food bought, a record of all food used, and 
a periodic check of one against the other. If you 
are not doing this at least as often as once a month, 
you are leaving the way wide open for petty 
thieving. 

It pays, also, to find out whether you are feed- 
ing more people than you should. This is bound 
to happen unless carefully checked. From the staff 
man to the floor-washer there are those who like 
to get a free meal. The intern who complains most 
about hospital food is the one who brings his wife 
and all of his in-laws into the hospital dining room 
to eat Sunday dinner free of charge. With em- 
ployee turn-over as rapid as it is today, it is im- 
possible for the dining room supervisor to detect 
the stranger who might slip in for a free meal. 
This type of leakage can easily be taken care of by 
furnishing identification cards for those entitled 
to their meals. 

Organization 

The problem of eliminating waste is only one of 
three points in the program to cut costs without 
lowering the aesthetic standard. The second point 
is organization. The time when we are forced to 
economize is the time when every aspect of organ- 
ization should be critically examined. First, is your 
hospital one in which food service is a divided 
responsibility? Is the food prepared by the dietary 
department and served by the nursing depart- 
ment? This is a costly arrangement. The dietary 
department should be responsible for the food 
until it reaches the patient. Otherwise, the shifting 
of responsibility from one department to the other 
makes for waste and inefficiency. 


Let us take an example. Miss Smith is an ex- 
cellent dietitian. She is conscientious and capable. 
The food sent out from her kitchen is well pre- 
pared. Miss Jones is an equally capable head nurse. 
She has good executive ability. Her patients re- 
ceive superior nursing care. Yet they complain 
about the food which they are served. The plate 
waste from her floor is four to five ounces per 
person—instead of two or three. Why? This floor 
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is a very busy one—especially so with the present 
shortage of nurses. Miss Jones is very likely to be 
accompanying the doctors on rounds when the 
food truck arrives on her floor at 11:30. She dele- 
gates the serving to a student nurse. The student 
is delayed for twenty minutes to finish her noon 
temperatures and medications. When she reaches 
the serving kitchen, she finds the cold food luke- 
warm and the lettuce wilted. 

If food service is still a divided responsibility 
in your hospital, visit the busy ward floors at meal 
time. Do not let anyone know you are coming. 
You will see trays on which the food has been 
carelessly served. You will see servings wholly 
out of proportion to the needs of the patient. When 
the serving hour is over, perfectly usable left-over 
food will find its way into the garbage barrel, in- 
stead of being returned to the kitchen. Is this type 
of waste occurring three times a day in your hos- 
pital? 

Food is not the primary concern of the nurse. 
She has no responsibility whatever for the total 
food cost per month in your hospital. Yet she con- 
trols it as much as the dietitian. Because she is not 
held responsible, she allows all kinds of waste to 
occur which could be prevented. In our hospital, 
the garbage from ward floors where serving is 
supervised by the nurses is fifty per cent more than 
that from those floors which are under the dietary 
department. 

This is not an indictment of nurses. But it is a 
serious indictment of a system which allows them 
to control costs for which they assume no direct 
responsibility. The supervision of a single dietitian 


may be spread over two or three floors, if advis- 


able, with a maid under her direction in each 
serving room, and student nurses to assist her. But 
make the dietitian responsible! 

Adequate supervision is never an extravagance. 
A dietitian added to your staff for this purpose 
will save her salary several times over. 


Special Diets 


When you have put all food service under the 
dietary department, find out, in the second place, 
if you are serving too many special diets. In your 
special diet kitchen, are diets being made up 
separately which are only minor variations from 
the house menu? If so, it is wasted work, and 
wasted food. It is ridiculous to feed a hyperthyroid 
patient as a unique problem. It is true that he 
needs more food than the average patient. The 
dietitian in charge of serving on your floors can 
easily make the house diet adequate for such a pa- 
tient by a few simple additions. 


Ridiculous as it is to make a special diet for a 
hyperthyroid patient, it is even more ridiculous 
to make certain blanket additions to the house 
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menu for all those who need a high caloric diet. 
In some hospitals, all those for whom the doctor 
orders a high caloric diet are given an extra slice 
of bread and butter at each meal, an extra vege- 
table and an extra fresh fruit. Such an arrange- 
ment falls far short of the mark. Those who are 
undernourished usually have too little appetite to 
look an ordinary meal in the face—to say nothing 
of three meals with extras. 


High caloric diets should not be treated as spe- 
cial diets. Neither should they be dispensed with 
certain wholesale provisions which make them too 
large for all but a small per cent of the cases. They 
should be handled by the dietitian in charge of 
serving on the floors. She is the only one in a posi- 
tion to do it with an eye to economy as well as 
to the needs of the patient. 


The provisions made for the high caloric diet 
can also be made for other diets which are only 
minor variations from the normal. If, in your hos- 
pital, low caloric, low fat, or high carbohydrate 
diets are still being sent to the patients from the 
special diet kitchen, you are wasting money. 


Now what shall we do with Miss Bernice T. 
Overdupois, who is a nurse in your hospital, and 
wants to regain her girlish figure? Can we afford 
to give her and countless of her kind a special 
reducing diet served in the dining room? Or shall 
we let her remain fat? 


The problem, of course, goes deeper than that. 
Whether your personnel numbers fifty or five hun- 
dred, there are bound to be several whose well- 
being requires a deviation from the regular menu. 
At the Massachusetts General Hospital we have 
cut down the requests from our personnel for spe- 
cial diets by including certain items regularly on 
the menu. Skimmed milk is served as well as 
whole milk at noon and night. More skimmed milk 
than whole milk is taken. Whenever a salad is 
served, three kinds of dressing are placed on the 
cafeteria counter—French dressing, regular may- 
onnaise and fat-free mayonnaise. As much fat-free 
mayonnaise is used as the other two put together. 
With these simple additions to the menu few spe- 
cial diets in the dining room are necessary. Elim- 
ination of unnecessary special diets is a real labor- 
saving device! 

Recipes and Portions 


The organization of recipes and portions should 
be scrutinized. Impossible to apply business prin- 
ciples to recipes? Not at all. If five hundred people 
are to be fed escaloped potatoes, it should be 
known exactly how many pansful must be pre- 
pared. This can be known, because we can easily 
know the number of servings per pan. There 
should be on file, in the kitchen, a typewritten 
card showing how many bushels of potatoes, how 
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many quarts of milk and how much butter are 
required for the amount of escaloped potatoes to 
be made. 


If this information is compiled for every item 
served in the hospital, immense waste will be 
avoided. The amounts of raw food materials used 


will not be left to the discretion of your cooks. Or- 


dering can be done with exactitude. There can be 
no question as to size of servings, for portions will 
have already been standardized at so many per 
pan. Petty thieving, under-cover eating or careless 
serving can be readily detected. 


Now the success of putting recipes on a business 
basis depends upon the answers to three questions. 
Does your dietitian have the organizational ability 
to carry it through? Does she have the time? Are 
you employing cooks who are capable of cooperat- 
ing in such a program? If your dietitian has not 
had sufficient training, you cannot do it. If she is 
overburdened with lesser duties, she cannot be 
expected to reorganize any part of her department 
on a more business-like basis. If salaries are not 
high enough to attract competent cooks, the situa- 
tion is hopeless. Rest assured, however, that if any 
of these three obstacles is preventing the business- 
like organization of the recipes used in your hos- 
pital, you are taking a money loss which you can 
ill afford to take in the face of today’s prices. 


Hospital Kitchen Prepared Food versus 
Ready-Made Products 

Be sure that you are not buying ready-made 
products which could be prepared in your own 
hospital kitchen. Every time you buy a can of 
beans or a can of soup, you are losing money. The 
same is true of chocolate sauce and mincemeat. 
These are foods which should be prepared by your 
own cooks. 


Everything possible should be made in your own 
kitchens. At our hospital, we make our own bread 
at a saving of $1500 a year. This bread is a su- 
perior product, as evidenced by the fact that our 
nurses eat twice as much bread now as they did 
when we bought it. 


What is even more important, our own bread 
is more nutritious. Our dark bread is made of two 
parts whole wheat flour to one part white flour. 
Commercially baked whole wheat bread is usually 
made in the reverse proportion—one part whole 
wheat to two parts white. It is a fact that whole 
wheat flour furnishes better nutrition than white 
flour, no matter how many synthetic vitamins and 
minerals are added to the white flour. Our bread, 
then, which has twice as much whole wheat flour 
as the commercial bread, is distinctly superior 
nutritionally. 


Our baker has experimented with high vitamin 
yeast, wheat germ flour and soy bean until he is 
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now giving us a white bread six or eight times 
richer in vitamins and minerals than commercial 
white bread. And this superior nutrition is pro- 
vided at a saving of $1500 a year! If you have the 
equipment to bake bread in your hospital, by all 
means use it! The extra labor required will cost 
you less than % of one cent per loaf. If you are not 
equipped to make your own bread, this will be one 
of the first changes you will want to make when 
such equipment becomes available again. 


We also freeze our own ice cream. We buy an 
ice cream mix which contains all ingredients ex- 
cept the flavoring, fruit and nuts. We add these 
before freezing. Our primary object in making 
our own ice cream is to supply a better product. 
We are able to do this and at the same time effect 
a small saving to the hospital. Everything which 
can be made’ in the hospital means a saving. 


Feeding the Personnel 


Let us examine the organization which exists 
in our hospitals for feeding the personnel. The 
least expensive way is cafeteria service. The indi- 
vidual can not only pick up his own tray full of 
food but return his empty dishes to the place 
where they are washed. This feature of returning 
soiled dishes means little inconvenience to each 
person, but by eliminating the service of bus boys, 
it amounts to several hundred dollars’ saving in a 
month’s time. 


Waitress service is distinctly a luxury. Whether 
such a luxury can be provided in the face of ad- 
vanced food costs and scarcity of labor is a ques- 
tion for the individual administrator to decide. 


Employees in the lowest salaried brackets con- 
stitute the biggest feeding problem of all. This sit- 
uation, arising out of the traditional paternal role 
of the hospital, is a source of dissatisfaction both 
to the institution and to the workers. 


Last month we started a pay cafeteria to meet 
this problem. We started it for two reasons: (1) 
to improve morale, and (2) to eliminate waste. 


There can be no question that the pay cafeteria 
is more satisfactory to the worker. The increase 
in his pay check, amounting to seventy-five cents 
a day, is not a meal allowance, for there is no 
compulsion to eat the hospital. If he chooses, he 
can get three nourishing, well-balanced meals in 
the pay cafeteria—at a cost of seventy-five cents 
per day. The range of choice is wide—including, 
at noon, two soups, a meat and a luncheon dish, 
four kinds of vegetables, two kinds of salads, and 
so on, down through the menu. This arrangement 
is especially satisfactory to those employees who 
work a straight eight-hour schedule, and ordinarily 
eat one meal a day at home. 


The saving to the hospital lies in the prevention 
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F 10 S provides the asepsis 
and completely closed tech- 
nique upon which the 
Baxter leadership is 
founded. 
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of waste. Under the old system, our people took 
far more food than they ate. Determination to get 
all that was coming to them made them take a full 
dinner regardless of whether or not they intended 
to eat it. Not only did they waste food, but many 
who needed 3000 calories were eating 5000. 


Paying for their food makes the personnel more 
conscious of food conservation. We sell two slices 
of toast for a penny. The first morning a man came 
back to the counter for one additional slice of toast. 
When told that he could have two as cheaply as 
one, he still wanted only one, “. . . because,” said 
he, “I would not want to waste it!” I am told that 
the counter girl fainted. 


Those who complained every time baked maca- 
roni and cheese were served them under the old 
system, now welcome this dish as an inexpensive 
luncheon. It is their money which pays for it now! 


For these two reasons—better morale and greater 
economy—a pay cafeteria for employees is im- 
mensely worth while. 


Hospital’s Social Calendar 

Another point of organization concerns the hos- 
pital social calendar. Social calendar in a hospital? 
Yes—the nurses’ annual tea, the trustees’ monthly 
luncheon, the dinner given to residents at the end 
of their terms. Many hospitals have several such 
social events each month for which the food is in- 
cluded in the yearly food budget. They are fine 
in normal times. Perhaps they should be retained 
even in wartime. This is a question which should 
be considered very carefully. Are we justified in 
furnishing food for special occasions, if this means 
lowering the standard for those who depend upon 
us for their three meals a day? 


Revise Buying Policy 
We have seen that costs can be cut without low- 
ering the aesthetic standard, by eliminating waste, 
and by reorganization. Let us consider changes in 
the buying policy which will save us money. 


The folly of buying prepared foods has already 
been discussed. It is equally extravagant to buy 
widely advertised brands uncritically. Set up your 
own system of testing and comparing various 
brands. Then buy advertised brands only if you 
are getting your money’s worth. 


Investigate the units in which you can buy 
various foods. Are you buying anything packaged 
or bottled that can be obtained in bulk? Are you 
buying in the largest unit which is compatible 





with your needs? Sweetened condensed milk can 
be bought in a 14-ounce can or a 680-pound barrel. 
It will keep two weeks or more under refrigera- 
tion after being opened. Be sure that you are buy- 
ing the larger size if you can use it within that 
period. 


Today the smart purchasing agent makes a care- 
ful comparison between the cost of canned and 
frozen fruits. The day is gone when we can assume 
that canned fruits are an inexpensive dessert. The 
jump in price has been such that blue plums and 
applesauce are the only canned fruits which the 
average institution can afford to serve. 


In computing cost, allowance must be made for 
the weight of sugar and water included in canned 
fruit. After adequate allowance has been made for 
these, frozen and canned fruits cost about the same. 
The fresh flavor of frozen fruits, however, makes 
them more desirable. 


Frozen eggs have the same food value as fresh 
ones, and they are satisfactory for cooking, bak- 
ing, and even scrambling. They constitute a real 
saving in original cost and in the elimination of 
waste. Out of every case of fresh eggs being 
cracked and opened by the average cook, close to 
twenty eggs are wasted by remnants left in each 
shell. There is no such waste connected with the 
use of frozen eggs. Neither are there any bad eggs 
to be thrown out. 


While revising your buying policy, examine all 
items being stocked for your dietary department 
—not only foods, but paper supplies, cleaning 
supplies, linen, dishes, and silver. Are they worth 
to you what you are paying for them? Are you 
stocking two kinds of cleaning preparation where 
one will achieve the same end? Are you using a 
silver polish which is more expensive than another 
brand and does no better work? Are you furnish- 
ing brushes which are rarely used? Supplies of all 
kinds add to the cost of any department and 
should be considered in a program to cut costs. 


How, then, can we maintain an adequate diet in 
the face of today’s food costs? This can be done 
by the elimination of waste, the reorganization of 
the food service, and the revamping of the buying 
policy. These steps, however, should not be under- 
taken with an eye to the maintenance of a rigid 
aesthetic standard. There is only one rigid stand- 
ard—the standard of adequacy. The aesthetic 
standard, of necessity, is tempered by the times 
and seasons. 
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Carmelita pattern featured as draperies in Nurses’ Residence in one of the 
country’s leading hospitals. 


How to Keep Drapery Maintenance Costs 
Down to a Minimum Without Sacrificing 
Quality, Beauty or Cleanliness 


e Many of the country’s leading hospitals have turned to Goodall Fabrics 
to solve their decorative problems. Goodall is proud that their materials 
can fill the rigid demands of these hospitals’ requirements so satisfactorily 
. sO economically. 
These woven-with-mohair materials are beautiful, of course! But, that 
alone is not enough. They are the most durable of all 
decorative fabrics. And, because of the smooth, lus- 


trous, non-porous surface of the mohair fibre they 
shed dust and dirt . . . require less cleaning than any 
other type of material. This means a real saving on 
draperies, which ordinarily require frequent cleaning 
VE 


from soot and dirt. D f ( 0 p A T | ne ee eee 
These fabrics are also ideal for upholsteries, slip FREE_SEND TODAY 


covers, casements, screens and cubicles. They come GOODALL DECORATIVE FABRICS 
61 E. 53rd Street, Dept. 121, New York City 


| Please send me samples of your new Goodall Fabrics 


for draperies 1, screens [, screen coverings [, 





in 1500 different patterns and weaves. 


Won’t you visit one of our showrooms and let one 











of our fabric experts show you our complete line? I upholeteries (1, casements [], cubicle curtaine (1. 
Or, fill in the attached coupon! : a Se neee 
, oe . course. 
A Division of Goodall Worsted Co. I 
Name 
NEW YORK, 61 EAST 53rd ST. % CHICAGO, 6-154 MERCHANDISE MART Address 


LOS ANGELES, 818 SO. FIGUEROA ST. * HOME OFFICE & MILLS, SANFORD, ME. 
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Harold N. Altman has been appointed superin- 
tendent of the Lompoc Community Hospital, Lom- 
poc, California, a forty-bed hospital which has just 
been completed. 





Sister Amalia, formerly superintendent of St. 
Francis Hospital, Jersey City, New Jersey, is now 
superintendent of St. Michael’s Hospital, Newark, 
New Jersey. 





+ 


Robert G. Boyd, formerly business administrator 
of Presbyterian Hospital, San Juan, Puerto Rico, 
has received his Commission as a Captain and is 
now on active duty in Washington, D. C., with the 
Chemical Warfare Service. 

Dr. John F. Bresnahan, senior physician, chief 
of medical service, of the Veteran Administration 
Facility, Alexandria, Louisiana, has been trans- 
ferred to the Veterans Administration Facility, 
Wood, Wisconsin. 





++ 





Ray Brooke is superintendent of the Memorial 
Hospital at Easton, Maryland, Inc., formerly 
known as the Easton Emergency Hospital. Mr. 
Brooke succeeded Mrs. Janet N. Smith, R.N., who 
resigned. 





Harry E. Brown, superintendent of the North- 
western Hospital, Minneapolis, Minnesota, has en- 
tered active Army service, and Henrietta Geving, 
formerly assistant superintendent of the hospital, 
has been named acting superintendent. 





Frances Chappell has resigned as superintendent 
of the North Country Community Hospital, Glen 
Cove, L. I., New York, and Pearl Klick has been 
appointed superintendent. 





A. Esson, formerly secretary-manager of the 
Rosetown Union Hospital, Rosetown, Sask., Can- 
ada, has been appointed business manager of the 
City Hospital, Saskatoon, Sask., Canada. 





Fannie R. Forth, R.N., has resigned as superin- 
tendent of nurses of the Good Samaritan Hospital, 
Phoenix, Arizona. 


Dr. N. A. Funderburk, medical director and 
owner of the Riegel Hospital, Trion, Georgia, has 
opened a hospital in Union City, Tennessee. 








Marie C. Gobel, R.N., has resigned as superin- 
tendent of the Clinton Memorial Hospital, St. 
Johns, Michigan. 





+ 


Mrs. Thomas Earle Hampton (Helen Branham), 
superintendent of the North Mississippi Com- 
munity Hospital, Tupelo, Mississippi, resigned re- 
cently. Velma Steward, head of the out-patient de- 
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partment, has succeeded Mrs. Hampton as super- 
intendent. 





Mrs. Frances Hanson has been appointed super- 
intendent of the Municipal Hospital of Lindsay, 
California, succeeding Mrs. Garry Davis, who re- 
signed. 





Elizabeth Harding has been appointed superin- 
tendent of the Samaritan Hospital, Ashland, Ohio. 





Mae Hindman is the new administrator of the 
Lake Forest Hospital, Lake Forest, Illinois, suc- 
ceeding Edna M. Lowe, R.N., who resigned. 


+ 


E. S. Humann is manager of the Walla Walla 
General Hospital, Walla Walla, Washington. For 
the past few years Mr. Humann has been super- 
intendent of Resthaven Sanitarium and Hospital, 
Sidney, British Columbia. Mr. Humann succeeds 
Werber Johnson who has been commissioned as a 
Lieutenant in the Medical Administrative Corps of 
the United States Army. 

Dr. J. Harvey Jennett is now administrator of 
the University of Kansas Hospitals, Kansas City, 
Kansas, with the title of medical director, reliev- 
ing Dr. H. R. Wahl of the hospital administrative 
duties, which gives Doctor Wahl more time for 
his ever-increasing duties and responsibilities as 
Dean of the University of Kansas School of Medi- 
cine. Dr. Alfred Hinshaw, formerly assistant su- 
perintendent of the University of Kansas Hospi- 
tals, is now in active service with the United 
States Army Medical Corps. 











Dr. Beatrice Katz has been appointed deputy 
medical superintendent of the City Hospital, New 
York City, replacing Dr. Benjamin Dinin who has 
entered the United States Army. 


a 





Sister Margaret, for nine years superintendent 
of Pensacola Hospital, Pensacola, Florida, has been 
transferred to St. Vincent’s Hospital, Jacksonville, 
Florida. Sister Vincent will replace Sister Marga- 
ret at Pensacola Hospital. 

Dr. Maurice R. Moore, superintendent and pa- 
thologist, of the William W. Backus Hospital, Nor- 
wich, Connecticut, has received his commission as 
a Major in the Army Air Corps, and has reported 
for active service. Charles A. Saxton, president of 
the board of trustees, will serve as head of the hos- 
pital in Doctor Moore’s absence. 





Jerome F. Peck, Jr., assistant superintendent of 
the Auburn City Hospital, Auburn, New York, has 
been named acting superintendent. Lawrence E. 
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A Made specially for hospital use, 
} it’s unsurpassed for purity... 
for mildness ... for economy! 


he three major requirements of a soap for patient 

care are purity, mildness, and economy. Colgate’s 
Floating Soap meets all three, because in its develop- 
ment, hospital needs were given first consideration! 


In purity, Colgate’s Floating meets the highest hos- 
pital standards. Nurses and patients agree that it is 
exceptionally mild and kind to the skin. And in cost, 
hospital superintendents find Colgate’s Floating an 


agreeable surprise! 


Let us quote you on the sizes and quantities you need. 
At the same time, request your copy of our handy“Soap 
Buying Guide.” See your local Colgate-Palmolive- 
Peet representative, or write to us direct. 


For use in private pavilions, and 
particularly for women patients, 
we suggest Cashmere Bouquet. 
A fine, white, hard-milled soap, 
it is famous for its rich, creamy 
lather... its delicate, lingering 
perfume! Available in a variety 
of miniature sizes. 


Palmolive is becoming increas- 
ingly popular among hospitals, 
both for staff use and for patient 
care. America's favorite toilet 
soap, it meets the highest 
hospital standards in purity. 
Palmolive, too, is available in 
miniature sizes. 


Colgate-Palmolive-Peet Co. 


Industrial Department 


Jersey City, N. J. 





Kresge, superintendent of the Auburn City Hos- 
pital, has accepted a commission in the Medical 
Administrative Corps of the United States Army 
and has been granted a leave of absence. 





Graham Price, R.N., formerly with the Baptist 
Hospital, Alexandria, Louisiana, is now a Second 
Lieutenant in the Army Nurses’ Corps, stationed 
at Fort Jackson, South Carolina, with the 64th 
General Hospital, which is the Louisiana State 
University affiliated Unit. 





Dr. E. Bryan Quarles, assistant superintendent 
of Barnes Hospital, St. Louis, Missouri, was 
granted a leave of absence to enter the Army Air 
Forces on November 14. Dr. Mary Caroline Abney 
has joined the staff as administrative assistant to 
the superintendent. 





Lenore B. Roby resigned as superintendent of 
the Hale Willard Hospital, Anna, Illinois, to ac- 
cept the superintendency of the Las Vegas Hos- 
pital, Las Vegas, New Mexico. 





a 
++ 


Louise S. Schroeder has resigned as director of 
the training school of Easton Hospital, Easton, 
Pennsylvania, to accept the position of general sec- 
retary of District 4, Ohio State Nurses Association. 
Julia T. Vesley has been appointed to replace Miss 
Schroeder as director of nurses at the Easton Hos- 
pital. 





++ 


Mary G. Stephens, R.N., has resigned as super- 
intendent of the Callaway Hospital, Fulton, Mis- 
souri. 





Cora M. Summers, R.N., has resigned as super- 
intendent of the Morrison Hospital, Whitefield, 
New Hampshire. 





row 
+ 


Dr. R. F. Waddell, formerly superintendent of 
the Mission Clinic, Bangkok, Siam, has been ap- 
pointed medical director of the Boulder-Colorado 
Sanitarium, Boulder, Colorado, and L. F. Bohner, 
recently of Singapore, and previously of the New 
England Sanitarium, Melrose, Massachusetts, is 
the new business manager of the Boulder-Colorado 
Sanitarium. 





Napa, California—The Victory Hospital, Ltd., of 
Napa, California, has completed two new wings 
and have opened them for operation. The two 
wings will add about fifty-three beds to the capac- 
ity of the institution. Construction cost is $75,000. 


e+ 
+ 





Decatur, Illinois — Presidential approval has 
been given to an estimated $242,000 war public 
works hospital addition to the Decatur and Macon 
County Hospital at Decatur, Illinois. The new ad- 
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dition will provide 101 additional beds, replacing 
31 beds now located in the corridors of the present 
building and adding seventy new beds. 


Rochelle, Illinois—The City Hospital Board of 
Rochelle, Illinois, has commissioned Schmidt Gar- 
den & Erikson, architects of Chicago, to prepare 
preliminary sketches for a new city hospital of 
about twenty-five bed capacity. 


Fort Wayne, Indiana—The Kendallville Lake- 
side Hospital, Fort Wayne, Indiana, will receive 
$15,000 under the will of Mrs. Ellen McCray. This 
sum is to be used only for the construction of an 
addition. 








oo 
ad 





Somerset, Kentucky—The new sixty-seven bed 
Municipal Hospital of Somerset, Kentucky, has 
been completed and bids for $50,000 worth of 
equipment were opened on December 8. 


Lansing, Michigan—Bids have been taken for 
the construction of a new two-story unit to the 
Edward W. Sparrow Hospital, Lansing, Michigan. 
The new addition will be of brick and reinforced 
concrete and will include additions to nurses quar- 
ters, power plant, and main building. 








Marion, Ohio—The Marion City Hospital, Ma- 
rion, Ohio, will construct a two-story fifty-bed ad- 
dition and will remodel its present building at a 
total cost of $166,800. 


ren 





Las Vegas, Nevada—The new modern 50-bed 
hospital for the accommodation of employees of 
the Basic Magnesium, Inc., Las Vegas, Nevada, 
has been completed and is open for the reception 
of patients. 


Atlantic City, New Jersey—The War Depart- 
ment announced that a contract has been awarded 
for construction work in converting the Haddon 
Hall Hotel in Atlantic City, New Jersey, into a hos- 
pital. Haddon Hall is one of the largest resort hotels 
taken over by the Army Air Corps. 








Brigham City, Utah—Many of the major units 
of the Bushnell Army Hospital, Brigham City, 
Utah, have been opened for the reception of pa- 
tients, and all the original buildings of the project 
are about completed. Construction work has also 
started on the new 500-bed annex. 


ant. 





Chewelah, Washington—Plans and financing for 
the construction of a new unit to St. Joseph’s Hos- 
pital, Chewelah, Washington, have been com- 
pleted. The new unit will cost approximately 
$25,000. 





Beloit, Wisconsin—Plans have been approved 
for the construction of a new unit containing 48 
beds for the Beloit Municipal Hospital, Beloit, Wis- 
consin. 
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